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Your  Patients  Are  Saying 
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“Service  at  Medlab  has  always  been 
prompt  and  professional.  Your  staff  is 
always  very  courteous  and  proficient 
so  that  the  procedure  is  pleasant  with 
virtually  no  discomfort.  I give  your 
service  a superior  rating.” 
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Hockessin,  Delaware 

“This  [Medlab]  is  just  what  Dela- 
ware needed  - it’s  quick,  easy  and 
convenient.” 

David  D. 

Dover,  Delaware 

“I  was  served  quickly,  efficiently, 
professionally  and  kindly.  This  young 
technician  is  one  of  the  most  pleasant 
people  I’ve  ever  met.  This  was  a 
pleasant  experience.” 

John  K. 

Lewes,  Delaware 


“Your  Omega  Medical  Center 
really  made  my  four  hour  glucose 
tolerance  test  a pleasant  one. ..I’m 
grateful  I chose  Medlab.” 

Jackie  O. 

Newark,  Delaware 

“I  have  a standing  appointment/pre- 
scription for  weekly  lab  work.  I have 
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have  never  once  experienced  anything 
but  excellent  care  and  professionalism 
from  the  staff.” 

Vanessa  R. 

Wilmington,  Delaware 

These  unsolicited  comments  are 
from  patient  opinion  mailers  available  in 
Medlab  Patient  Centers. 
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The  Changing  Face  of  Medicine 


At  the  House  of  Delegates  Meeting  this  past 
November  many  issues  of  substance  were 
discussed,  debated  and  hopefully  resolved.  In 
this  issue  of  theJournal  some  of  the  reports  are 
published,  with  the  remainder  to  be  presented 
next  month.  At  the  time  of  this  writing,  I am 
preparing  to  attend  the  interim  meeting  of  the 
AMA.  I will  be  bringing  two  resolutions  to  the 
meeting  from  our  annual  meeting.  The  issues 
which  gave  us  the  most  discussion  were  the 
Patient  Protection  Act,  The  All-Willing 
Provider  Resolution  and  the  topic  of  unifica- 
tion. I feel  that  the  compromise  resolution  of 
the  House  to  include  a strengthened  off-panel 
benefit  at  no  additional  premium  to  the  patient 
solves  the  problems  of  all-willing  provider 
legislation.  In  effect  it  protects  those  physi- 
cians who  choose  not  to  be  included  in  managed 
care  networks,  or  are  not  signed  up  with  the 
HMO  while  allowing  their  patients  to  continue 
to  be  cared  for  by  their  physician  of  choice.  We 
hope  to  be  able  to  enact  a form  of  this  PPA  in 
the  next  Delaware  legislature. 

The  topic  of  unification  with  the  AMA 
seems  to  come  up  almost  every  year,  as  it  did 
this  year.  There  are  valid  arguments  on  both 
sides  of  this  issue.  In  last  month’s  President’s 
Page,  I discussed  some  of  the  issues  of  MSD 
membership,  and  would  like  to  briefly  list  some 
of  the  benefits  of  national  unification.  Based  on 
our  size,  Delaware  would  likely  have  only  one 
delegate  to  the  AMA.  We  receive  one  delegate 
for  each  1,000  active  members,  one  due  to 
unification  and  another  since  over  75  percent 
of  our  members  belong  to  the  AMA.  This  allows 
us  to  send  a delegate  from  each  county  to  the 
semiannual  meetings.  We  receive  a 10  percent 
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discount  on  AMA  dues  and  a 25  percent 
discount  to  the  national  leadership  confer- 
ences. As  a unified  state,  we  regularly  receive 
special  briefings  conducted  by  the  AMA.  And 
on  request,  the  services  of  AMA  staff  are 
available  on  special  projects  that  are  mutually 
agreeable  to  the  MSD  and  the  AMA. 

What  is  the  AMA?  Where  will  it  be  in  the 
next  century?  How  will  the  changes  in  medical 
practice  affect  us  and  organized  medicine? 
These  and  other  questions  are  being  studied  by 
the  federation.  The  two-year  study  of  the 
federation  involves  a 214-member  consortium 
representing  organized  medicine  — state, 
county,  and  specialty  societies,  the  AMA  — 
plus  other  key  players,  such  as  the  American 
Osteopathic  Association,  the  American  Medi- 
cal Women’s  Association  and  others.  The  MSD 
wants  to  be  sure  that  we  are  being  heard. 
That’s  why  Stephen  Permut  MD  is  serving  on 
the  consortium  on  behalf  of  you  and  your 
colleagues. 

This  is  a study  of  the  federation  by  the 
federation.  The  consortium  is  designed  to 
reflect  the  diversity  of  organized  medicine  — in 
age,  gender,  ethnicity,  practice  arrangement, 
specialty  and  type  of  medical  association. 
Joseph  T.  Painter  MD,  chair  of  the  study  has 
said,  “By  necessity,  the  major  organizations 
and  institutions  related  to  health,  including 
medical  associations,  must  also  reinvent 
themselves.”  The  consortium  has  met  three 
times,  including  at  the  AMA’s  interim  meeting 
in  December  in  Hawaii.  Some  key  issues  have 
been  identified:  public  credibility,  responsive- 
ness to  diversity  in  the  physician  population, 
trustworthiness,  financial  stability,  and  the 
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ability  to  build  strategic  alliances.  A project 
team  of  consortium  members  has  met  to 
propose  models  for  medical  organizations  of 
the  future.  The  consortium  will  continue  to 
meet  at  least  three  more  times  over  the  next  18 
months. 

We  are  all  members  of  many  organizations, 
including  the  MSD.  As  the  spread  of  managed 
care  comes  to  all  parts  of  Delaware,  we  are 
being  asked  — forced  — to  join  networks, 
PHOs,  IPAs,  etc.,  at  an  alarming  rate.  It  is  no 
wonder  that  we  ask,  “Is  it  worthwhile  to  be  a 

member  of ?”  I am  confident  that 

the  MSD/AMA  partnership  will  continue  to  be 
as  valuable  as  it  has  been  these  recent  years.  I 
look  forward  to  the  recommendations  of  the 
study  of  the  federation,  and  will  keep  you  all 
informed  of  its  progress. 
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Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  In  Rubaceae  and  related  trees. 
Also  in  Rauwolfla  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

A^on;  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
system  effect  is  to  increase  para^mpathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activi^.  ft  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blocjcade  which  may  theoretically  result  in  increased  penile  Inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  rotated  to  dosa^ 
although  t^  af^ar  to  require  high  doses  of  die  drug . Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmfc  centers  and 
release  of  posterior  pituitary  hormone. 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiacstimula- 
tion  and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure.  If  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon®  is  indicated  as  asympathicolytic  and  mydriatrte;.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindioitions:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  irradequate  informahon  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindicattons. 

Warnliqi;  Generally,  this  drug  is  not  proposed  for  use  In  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  g^trip  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  wii  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitaUon  including  elevation  of  blood  pressure  and  heart  rate,  In- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  p^enteral  administration  of  the  drug.^«2  ^jgo  dizziness, 
headache,  skin  flushing  reported  when  used  orally.1  >3 
Dimge  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.  T3,4  t ^piet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  ttils  dos^  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vt  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
Itow  S^plied:  Oral  tablets  of  Yocon*  1/12  gr.  5.4  mg  in 
bottles  of  100’s  NDC  53169-001-01  and  1000’s  NOG 
53159-001-10. 
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We  offer  state-of-the-art  body  imaging  at  nine  convenient  locations  with  a complete  range 
of  diagnostic  imaging,  including: 

High-field  MRI 

MR  Angiography  (Superior  1.5  Tesla  image  quality) 

Nuclear  diagnostic  studies  and  SPECT  imaging 

CT  Scan 

Low-dose  mammography 
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Color  Doppler  ultrasound 

Fluoroscopy 

" General  radiology 
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ships in  neuroradiology  and  MRI  body  imaging.  You  need  the  best  diagnostic  support  with 
accurate  and  thorough  reports.  Our  radiologists  work  with  the  highest  quality  equipment 
for  the  clearest  images.  We  also  have  Phased  Array  Coils  for  MRI  for  better  images  of  the 
spine  and  pelvis  which  are  generally  of  higher  resolution. 

Our  nine  DIA  offices  have  on-staff  highly  qualified  radiologists.  Prompt  reporting  via 
fax,  film  delivery  service  and  high  resolution  image  copies  is  available.  Patients  are 
scheduled  promptly  and  treated  with  personal,  efficient  care. 

For  further  information,  contact  our  Patient  Services  Coordinator  at  (302)  368-9625. 

Diagnostic  Imaging  Associates 

Omega  Imaging  Associates  L-6  Omega  Professional  Center  • Newark  • 738-9300 
Omega  Magnetic  Resonance  Imaging  Center  L-6  Omega  Professional  Center  • Newark  • 738-9300 
Omega  Nuclear  Diagnostic  Center  K- 15  Omega  Professional  Center  • Newark  • 368-8150 
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Canada’s  Healthcare  System:  What  Now,  Eh? 


David  Woods 


Robert  Benchley  once  observed  that  the 
human  race  is  divided  into  two  types  of  people: 
those  who  divide  the  human  race  into  two  types 
of  people  and  those  who  do  not. 

To  judge  by  the  year-long  debate  on  the 
subject,  there  are  certainly  two  factions  where 
reform  of  the  U.S.  healthcare  system  is 
concerned;  and,  among  those  favoring  whole- 
sale restructuring,  an  impressive  number  — 
according  to  Gallup  and  other  polls  — look 
northward  with  envy  to  Canada’s  universal, 
comprehensive  and  seemingly  “free” healthcare 
system.  Not  since  Nelson  Eddy  courted 
Jeanette  MacDonald  in  a canoe  in  Rose  Marie, 
or  Oscar  Wilde  declared  Niagara  Falls  to  be  a 
bride’s  second  disappointment,  has  Canada 
been  the  object  of  so  much  international 
attention. 

To  understand  Canada’s  25-year-old  health 
system,  it’s  helpful  to  have  a rudimentary 
sense  of  the  sociopolitical  climate  in  which  it 
works  — and  of  the  British  influence  on 
Canadian  legislation  that  helped  bring  it 
about. 

As  a Briton  who  lived  iti  Canada  from  1966 
to  1986  and  who  views  that  country  with  much 
affection  tinged  with  mild  exaspei'ation,  I 
believe  I can  describe  for  you  how  that  climate 
differs  from  that  of  the  United  States.  The 
affection,  by  the  way,  is  for  Canada’s  civility 

This  speech  was  pi  esenLed  at  the  Medical  Society's  House  of 
Delegates  breakfast,  November  IS,  1H94. 

Mr.  Woods,  foritier  editor-in-ehief  of  the  Canadian  Medical 
Associalion  Journal,  is  piesi  dent  of  Healthcare  Media  Inter- 
national, Ine,,  Philadelphia. 
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and  humaneness  — truly  a kinder,  gentler 
society;  the  exasperation  is  with  its  compla- 
cency, a contentedness  to  go  for  the  bronze,  not 
the  gold.  Or,  as  one  wag  put  it:  Why  did  the 
Canadian  cross  the  road?  To  get  to  the  middle. 

Despite  having  exported  Marshall 
McLuhan,  Peter  Jennings  and  John  Kenneth 
Galbraith  (perhaps  wisely  some  might  say); 
despite  being  home  to  such  world-class  writers 
as  Margaret  Atwood,  Robertson  Davies  and 
Alice  Munro  ...  despite,  in  the  medical  field, 
having  discovered  insulin,  the  cobalt  bomb,  the 
means  of  preventing  Rh  disease  in  newborns, 
there  remains  a stultifying  diffidence.  As 
Andrew  H.  Malcolm,  an  American  journalist 
who  lived  in  Canada  for  10  years,  puts  it  in  his 
book,  “The  Canadians”:  they  are  prone  to 
understatement,  to  trashing  their  own  suc- 
cesses and  to  living  with  what  Malcolm  calls 
the  quintessential  Canadian  question:  “Who  do 
you  think  you  are.  Eh?”  Malcolm  adds:  “Praise 
an  American,  he’ll  agree  with  you;  praise  a 
Canadian,  he’ll  think  you’re  trying  to  sell  him 
something.” 

When  a tree  falls  in  Canada,  theiVeu;  York 
Tinier  observed  recently,  no  one  in  the  U.S. 
hears  a thing.  But  this  is  surely  in  part 
because,  to  Americans,  Canada  is  safe  and 
predictable.  No  bearded  communist  dictators; 
no  bemedalled,  coup-happy  generals;  no 
huddled  masses  of  boat  people  yearning  to  be 
free  across  Lake  Ontario  in  the  warm  and 
sunny  eldorados  of  Buffalo  or  Erie.  Just  a 
parliament  drifting  year  after  year  from  left  to 
left  of  center  and  back  again  ...  droning  on 
interminably  about  fish  and  wheat  and  federal- 
provincial  relations. 
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Robertson  Davies  has  noted  that  the 
national  character  of  Canadians  owes  more  to 
the  stoic  reserve  of  Scandinavia,  with  its 
similar  latitude  and  climate,  than  to  the 
United  States. 

Politically,  it  owes  much  to  Britain, 
especially  Scotland,  whence  many  of  its 
settlers  came,  including,  incidentally.  Tommy 
Douglas,  who  headed  the  first  socialist 
jurisdiction  in  North  America  — Saskatchewan; 
in  that  prairie  province,  government-spon- 
sored universal  medicare  was  introduced  in 
1962  — almost  10  years  ahead  of  the  rest  of  the 
country. 

The  British  — and  especially  the  Celtic  — 
influence  on  social  policy  in  Canada  cannot  be 
overstated.  British  Prime  Minister  David 
Lloyd  George,  a Welshman,  tried  to  introduce  a 
national  insurance  bill  in  Britain  in  1911,  but 
he  ran  into  opposition  from  the  medical 
profession  ...  the  British  Medical  Association 
predicting  that  the  bill  would  result  in  fixed 
salaries  or  capitation  fees  for  physicians,  a 
lessening  of  freedom  of  choice  of  doctor,  and 
control  of  medical  practice  moving  out  of  the 
hands  of  the  medical  profession. 

Between  the  wars,  Wiliam  Henry  (later. 
Lord)  Beveridge  proposed  a social  security 
system  “from  the  cradle  to  the  grave”  for  all 
British  citizens.  When,  at  the  end  of  World  War 
II,  Britons  elected  a socialist  government,  that 
government  nationalized  the  Bank  of  England, 
and  the  gas,  electricity,  coal  and  steel 
industries,  as  well  as  the  railways  ...  and  a 
firebrand  Minister  of  Health,  another  Welsh- 
man, Aneurin  Bevan,  began  to  turn  Beveridge’s 
dream  into  reality  — and  the  National  Health 
Service  came  into  being  in  1948. 

In  the  more  than  40  years  since  “The 
Health”  was  introduced  in  the  idealized 
expectation  that  the  nation’s  health  and  well- 
being would  steadily  improve,  thereby  necessi- 
tating ever  smaller  expenditures,  successive 
U.K.  governments  have  starved  it  of  funds 
needed  to  replace  or  modernize  antiquated 
facilities  and  equipment,  an  army  of  bureau- 
crats has  administered  by  whim  and  at 
increasing  distance  from  the  realities  of  day-to- 
day  practice,  while  militant  unions  have 
employed  wayward  tactics  that  have  regularly 


closed  down  or  threatened  hospital  services. 

With  95  percent  of  British  physicians 
working  in  the  public  sector,  with  increasing 
demand  for  service  and  the  lowest  percentage 
of  GNP  spent  on  health  (about  6 percent)  of  any 
advanced  nation,  despite  the  fact  that  public 
expenditures  in  the  U.K.  account  for  over  40 
percent  of  that  GNP,  with  patients  waiting  up 
to  three  years  for  surgery,  literally  thousands 
of  British  doctors  chose  to  emigrate  — many  of 
them  to  Canada.  Today,  some  15  percent  of 
Canadian  physicians  are  U.K.-trained.  Their 
places  in  Britain  were  taken  by  foreign-born 
practitioners  who  make  up  27  percent  of  the 
U.K.  physician  population. 

Today,  the  National  Health  Seiwice  is 
engaged  in  an  orgy  of  restructuring  and 
privatizing.  The  development  of  the  so-called 
NHS  trusts  — 400  of  them  involving  more  than 
one  million  employees  (more,  as  has  been 
noted,  than  the  Indian  railways  or  the  former 
Soviet  army). 

The  trust  model  allows  for  speedier 
management  of  change  ...  and  also  for  the 
involvement  of  physicians  in  management. 
Because  resources  will  continue  to  be  scarce, 
trusts  will  have  to  make  significant  productiv- 
ity gains.  The  most  important  move,  though,  is 
that  they  will  connect  management  with  actual 
seiwice  delivery.  Interestingly,  Sir  Duncan 
Nicholl,  the  head  of  the  NHS  management 
executive,  defected  in  September  to  the  board 
of  BUPA,  the  largest  private  insurer  in  Britain. 

So  it’s  against  this  background:  Scandina- 
vian stoicism  (coupled  with  the  same  cradle-to- 
grave  protections  favored  by  Danes,  Norwe- 
gians and  Swedes),  British  laws  and  social 
policies,  and  a collectivist  attitude  and  national 
diffidence  that  universal  Medicare  came  to 
Canada. 

In  the  recently  published  “Breakup;  The 
Coming  End  of  Canada  and  the  Stakes  for 
America”  (an  excellent  book  but  a doubtful 
thesis)  author  Lansing  Lamont,  a former  chief 
correspondent  in  Canada  for  Time  magazine, 
writes;  “It  became  Canada’s  fate  to  endure 
scorn  from  the  Brits  and  indifference  from  the 
Yanks  ....  From  the  British,  they  inherited 
their  deference  to  authority;  their  aversion  to 
disorder;  their  preference  for  understatement 
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...  their  practice  of  paternalism  in  government; 
their  slowness  to  salute  success  and  encourage 
upward  mobility;  their  sense  of  loyalty  and 
their  modesty.” 

Lament  says  that  the  federal  government 
has  sapped  the  competitive  drive  of  Canadian 
industry  over  “decades  of  nannyism,”  while 
noting  that  “in  Saskatchewan,  the  government 
has  supported  a $1.5  billion  healthcare  budget 
and  more  than  130  hospitals  for  barely  one 
million  people.  The  system  perpetuates  itself 
through  heavy  borrowitig,”  he  says,  “and  is 
manifestly  unsustainable.”  He  concludes  that 
“failure  to  reform  its  economy  and  start  living 
within  its  means  presages  the  inevitable 
unraveling  of  its  welfare  and  healthcare 
programs.” 

A few  weeks  ago,  the  Wall  Street  Journal 
quoted  finance  minister  Paul  Martin  as  haviiig 
said;  “Canada  can  no  longer  afford  big 
government,  we  are  in  hock  up  to  our 
eyebrows.” 

And  think  about  how  the  two  nations’ 
respective  wests  were  won:  America’s  by 
rugged  individualists,  pioneers  driving 
horsedrawn  wagons  across  the  Rockies; 
Canada’s  by  a federal  government  railroad. 

Remember,  too,  that  the  U.S.  came  about 
by  revolution  and  the  spilling  of  blood;  Canada 
by  resolution  and  the  spilling  of  ink.  The 
American  constitution  calls  for  Life,  Liberty 
and  the  Pursuit  of  Happiness;  Canada’s  for 
Peace,  Order  and  Good  Government.  Even  its 
national  emblem  is  a police  officer. 

And  it’s  government  that  is  at  the  heart  of 
U.S. /Canada  sociopolitical  differences.  While 
Americans  believe,  with  Thomas  Jefferson, 
that  the  least  government  is  the  best 
government,  Canadians  look  to  government  to 
solve  their  problems.  As  The  Economist  puts  it: 
“Most  of  the  values  Canadians  cite  to 
differentiate  themselves  from  Americans 
depend  upon  an  activist  government  prepared 
to  spend  money  on  quite  a scale.” 

And  it  does.  Government  spends  about  43 
percent  of  GNP  compared  with  some  32 
percent  in  the  U.S.;  in  a population  of  some  28 
million,  about  10  percent  work  for  federal, 
provincial  or  local  governments.  And  the 
duplication  and  overlap  are  extraordinary. 
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with  even  a tiny  province  like  Prince  Edward 
Island  (population  120,000)  having  the  full 
panoply  of  a premier,  a cabinet,  ministers  of 
this  and  that,  an  opposition  party  ...  and  a full 
supporting  cast  of  bureaucrats. 

In  any  event,  Ottawa’s  Liberal  government 
introduced  universal  Medicare  in  1970-1971 
with  the  promise  to  pick  up  40  percent  of  the 
tab,  with  the  provinces  paying  the  balance, 
provided  that  the  mandatory  health  insurance 
plans  met  these  criteria;  that  they  be 
comprehensive,  universal,  accessible,  portable 
from  province  to  province  — and  publicly 
managed  and  administered. 

In  the  quarter  century  since  then,  there 
has  been  a plethora  of  government  and  private 
studies,  surveys,  task  forces  and  commissions; 
selective  withdrawal  of  services  and  outright 
strikes  by  physicians. 

British  Columbia  has  made  public  the 
incomes  of  all  physicians  in  that  province  and 
later  controlled  the  numbers  of  those  allowed 
to  bill  for  their  services;  Quebec  has  refused  to 
pay  full  fees  to  doctors  practicing  in 
“overserviced”  areas;  the  Canada  Health  Act  of 
1984  effectively  outlawed  so-called  extra 
billing  by  physicians  for  the  difference  between 
the  professional  fee  schedule  and  the  amount 
actually  allowed  by  the  sole  paymaster  in  a 
monopsonistic,  or  single  payer,  system  — 
government.  So  all  doctors,  experienced  or 
inexperienced,  good  or  bad,  attract  the  same 
fees. 

No  wonder  there  was  an  exodus  of 
Canadian  physicians  between  the  mid-’70s  and 
the  mid-’80s.  And  the  largest  number  ever, 
more  than  1 percent  of  the  total,  chose  to 
emigrate  last  year.  As  Canadian  health 
economist,  Robert  Evans,  an  eloquent  and 
uncharacteristically  humorous  practitioner  of 
the  dismal  science,  and  an  enthusiastic 
defender  of  Canada’s  healthcare  system  (a 
defense  which,  in  light  of  its  present  plight, 
might  call  for  a sense  of  humor)  puts  it;  “When 
all  dollars  flow  through  one  channel,  you 
control  costs  ...  ” 

You  sure  do.  The  U.S.  spends  almost  $1 
trillion  dollars  a year  — a whopping  13.6 
percent  of  GNP  — on  healthcare;  Canada 
spends  about  $60  billion,  or  only  about  9 
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percent.  But  that’s  easy  when  government 
simply  hands  hospitals  a global  prospective 
budget,  then  decides  how  much  physicians 
may  charge  in  the  year  ahead.  And  those 
charges  are  certainly  lower  in  Canada  than 
they  are  here:  a Canadian  appendix  is  worth 
about  $230;  a gall  bladder  fetches  slightly 
more,  about  $340.  The  charge  for  a general 
office  assessment  is  less  than  $30  — roughly 
the  price  of  an  oil  change.  (Administrative 
costs  are  about  3 percent;  10  to  12  percent  for 
the  hospital  component;  physicians  account  for 
about  10  percent  of  overall  costs.) 

And  how  does  government  pay?  With 
taxes,  of  course. 

And  what  taxes!  Canadian  gasoline  is 
about  $2.50  a gallon;  maximum  income  tax 
rates  are  around  54  percent;  provincial  sales 
taxes  range  anywhere  up  to  12  percent;  and 
there’s  the  infamous  Goods  and  Services  Tax 
(GST)  of  7 percent  on  practically  everything 
that’s  bought  and  sold  — every  time  it’s  bought 
and  sold.  Until  recently,  cigarettes  were  $6  a 
pack,  until  market  forces  — that  is  to  say, 
cross-border  smuggling  — forced  government 
to  lower  taxes  to  something  approximating 
U.S.  levels. 

Cost  controls  also  come  about  by  what 
immediate  past  president  of  the  Ontario 
Medical  Association,  Dr.  Tom  Dixon,  calls  a 
Canadian  system  that  is  good  and  cheap,  but 
not  fast  (in  contrast  to  the  American  one  which 
is  good  and  fast,  but  not  cheap).  Dixon  notes 
that  fee  schedule  increases  for  Ontario 
physicians  between  1988  and  1996  will  work 
out  to  0.8  percent  annually;  that  there  are 
delays  in  introducing  new  technology  and  that 
several  procedures  formerly  covered  under 
Medicare,  such  as  routine  newborn  circumci- 
sion and  reversal  of  sterilization,  are  being  de- 
listed. Furthermore,  Ontario  operates  what  it 
calls  “clawbacks”  under  which  the  provincial 
government  limits  physicians’  earnings,  and 
actually  takes  back  a percentage  of  income 
over  a certain  amount.  Ontario  also  “assumes” 
a 2 percent  increase  in  annual  utilization 
(failing  to  take  into  account  that  some 
physicians  might  see  more  patients  because 
they’re  better  doctors)  and  requires  them  to 
repay  this  amount  at  year  end.  Over  $400,000 
in  gross  earnings  and  you  pay  back  33  percent 
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on  the  next  $50,000  and  66  percent  on  amounts 
above  that;  in  British  Columbia  there’s  a cap  of 
$300,000  for  general  practitioners  and  $360,000 
for  specialists  — applied  to  total  billings,  not  to 
income. 

Then  there’s  waiting.  And,  heaven  knows, 
Canadian  patients  are  patient.  In  their  quest 
for  equity  over  excellence,  they  have  shot 
themselves  collectively  in  the  foot  — an 
unhappy  self-inflicted  wound  for  which  they 
would  probably  have  to  wait  their  turn  for 
treatment. 

In  its  July  1994  report  Waiting  Your  Turn: 
Hospital  Waiting  Lists  in  Canada  the  British 
Columbia-based  Fraser  Institute  states  that 
183,528  Canadians  are  waiting  for  treatment, 
with  the  longest  wait  being  20  weeks  to  see  a 
neurosurgeon  in  Manitoba,  followed  closely  by 
a 19.9  week  wait  to  see  an  ophthalmologist  in 
New  Brunswick.  Ontario  has  the  shortest  wait 
for  surgical  procedures  — 6.3  weeks.  The 
survey  also  measured  what  specialists  consider 
to  be  “clinically  reasonable”  amounts  of  time  to 
wait  for  surgical  procedures,  and  concludes 
that  “in  almost  every  instance,  the  responding 
specialists  felt  that  the  average  times  being 
waited  for  treatment  were  excessive.”  There 
are  long  waits  for  an  MRI  (average,  nine 
weeks)  or  for  a CT  scan  (4.2  weeks).  And,  in  its 
home  province  of  British  Columbia,  the 
Institute  found  a 4.4  week  wait  for  emergency 
coronary  bypass  treatment;  the  figures  for 
urgent  and  elective  treatment  being,  respec- 
tively, 6.1  and  13  weeks. 

Mind  you,  as  the  executive  director  of  the 
Fraser  Institute,  Michael  Walker  has  pointed 
out:  “Hundreds  of  Canadians  ...  go  to  Seattle 
and  Tacoma  for  heart  bypass  surgery,  to  get 
MRI  scans  and  to  seek  other  treatments  not 
available  to  them  at  home.”  Robert  Bourassa, 
he  notes,  when  premier  of  the  province  of 
Quebec,  chose  the  Sloan  Kettering  Institute  for 
treatment  of  his  malignant  melanoma. 

Some  of  this  control  has  to  do  with  differing 
investments  in  medical  technology.  The 
recently  created  Canadian  Coordinating  Office 
for  Health  Technology  and  Assessment 
approves  technology  acquisitions  at  a level 
lower  than  in  comparable  western  nations: 
there  are  42  CT  scanners,  or  one  per  200,000 
population  compared  with  one  per  100,000  in 
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the  U.S.  and  one  per  50,000  in  Japan. 
Technology  is  funded  from  the  general 
taxation  pool  and  therefore  competes  with 
current  operating  costs  for  funding.  The 
Coordinating  Office  also  bars  free  enterprise 
by  not  paying  the  operating  costs  on  equipment 
it  has  not  authorized.  Canada  has  one 
lithotripter  per  six  million  of  population;  the 
U.S.  has  otie  for  less  than  a million;  and  the 
Canadian  government  spends  roughly  50 
percent  of  what  the  U.S.  does,  per  capita,  for 
research  and  development.  Canada  has  one 
cardiac  catheterization  lab  for  every  800,000  of 
population.  There  are  as  many  MRI  units  in 
Philadelphia  as  there  are  in  Canada.  (And 
none  in  PEI;  so  much  for  accessibility.)  Plus, 
leaving  aside  the  cap  on  their  incomes, 
Canadian  physicians  earn  roughly  25  percent 
less  than  their  U.S.  counterparts. 

As  Canadian  Medical  Association  past 
president  Dr.  John  O’Brien-Bell  puts  it:  the 
high  standards  originally  set  by  Medicare  are 
beginning  to  fray  at  the  edges:  universality,  a 
major  pillar  of  the  system,  is  wobbling,  he  says 
...  brought  on  by  the  huge  reduction  in  federal 
contributions  — from  40  percent  of  the  total 
costs  to  the  current  27  percent.  More 
important,  however,  is  the  nation’s  $400 
billion  national  debt.  “When  the  government  is 
paying  35  cents  out  of  every  dollar  it  takes  in 
just  to  service  the  interest  on  that  debt,  the 
same  amount  of  tax  dollars  won’t  go  as  far  in 
providing  services,”  says  O’Brien-Bell.  And  30 
percent  of  provincial  budgets  now  go  to 
healthcare. 

The  former  CMA  president  believes  that 
modest  user  fees,  charged  at  the  point  of 
service,  would  do  a great  deal  not  only  to  help 
pay  for  the  system  but  to  make  its  users  better 
informed  and  more  aware  consumers  of  health 
care.  It’s  hardly  surprising  that  the  system  is 
widely  considered  to  be  “free”  when  there’s  first 
dollar  coverage  — and  no  premiums  except  in 
BC  and  Alberta. 

And  yet,  at  its  annual  meeting  this 
summer,  the  CMA  General  Council  failed  to 
endorse  calling  for  user  fees,  despite  the  fact 
that  an  earlier  survey  of  the  Association’s 
members  had  shown  that  58  percent  of  them 
nationally  (72  percent  in  British  Columbia) 
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agreed  that  such  fees  are  “a  viable  means  of 
financing  [the]  system.” 

Perhaps  this  is  what  Dr.  Victor  Dirnfeld, 
president-elect  of  the  British  Columbia 
Medical  Association,  saw  when  I interviewed 
him  at  the  CMA  meeting  a couple  of  years  ago, 
as  a leftward  drift  in  organized  medicine  in 
Canada.  Compare  and  contrast  with  the 
Ghengis  Khan  approach  of  the  AMA!  The 
reason,  he  felt  then,  was  a perceived  need  to 
achieve  greater  cooperation  from  provincial 
governments;  in  essence,  to  buy  peace  — which 
hasn’t  worked.  The  Ontario  Medical 
Association’s  joint  management  committee 
with  that  province’s  socialist  government  has 
hardly  worked  for  the  benefit  of  the  OMA’s 
20,000  physician  members.  The  government 
does  not  consult  with  the  doctors’  group  as 
much  as  was  originally  intended.  But,  when 
there’s  only  one  payer,  what’s  the  alternative? 

A couple  of  weeks  ago,  Dr.  Dirnfeld  told  me 
that,  as  chairman  of  a recent  negotiations 
conference  at  the  CMA,  he  found  Canadian 
physicians  to  be  “demoralized  and  belea- 
guered” in  part  because  any  attempts  to 
introduce  user  fees  or  a parallel  system  of 
private  care  are  anathema  to  the  egalitarianists 
who  invented  and  try  to  prop  up  single  payer 
Medicare. 

Even  more  recently,  I interviewed  Dr. 
Marc  Baltzan,  an  internist  who  served  as 
president  of  the  CMA  and  continues  to  be  a 
vocal  and  forceful  commentator  on  Canadian 
healthcare.  He  said:  “Government  believes 
that  one  cent  extra  spent  on  Medicare  is  too 
much.  It  used  to  be  that  government  paid  and 
doctors  did;  now,  government  wants  to  practice 
medicine,  too.”  Even  at  that,  though,  Baltzan 
believes  that  U.S.  physicians  get  even  more 
second  guessing  from  outside  medicine  — 
specifically,  from  insuring  agencies  — than  do 
Canadian  physicians.  He  also  believes  that 
incomes  are  less  the  issue  for  Canada’s  doctors 
than  is  penny  pinching  and  underfunding  by  a 
government  bent  upon  “denigrating,  humiliat- 
ing and  excoriating”  the  nation’s  physicians. 
Even  the  so-called  clawbacks,  he  notes,  are 
manifestations  of  jealousy,  since  the  amounts 
of  money  governments  raise  by  that  method 
are  irrelevant  to  overall  costs. 
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Worse,  from  a former  stalwart  of  the  CMA, 
is  Baltzari’s  concurrence  with  Dirnfeld  about  a 
softening  of  organized  medicine’s  ability  to 
represent  its  members  strongly  and  effectively. 
The  CMA  has  become  a “house  union”  for 
government,  he  says;  it’s  abandoned  doctors. 
At  a General  Council  meeting  this  year,  he 
reports,  a light  went  on  when  anyone  speaking 
from  the  floor  had  held  forth  for  more  than  a 
few  minutes.  “We’ve  replaced  Jeffersonian 
democracy  with  Edisonian  democracy,”  he 
notes. 

A letter  from  one  of  those  beleaguered 
physicians  appears  in  the  October  1,  1994, 
issue  of  the  Canadian  Medical  Association 
Journal,  and  reads,  in  part,  as  follows: 
“Physicians  ...  were  not  so  much  lured  away  by 
the  Utiited  States  as  they  were  driven  out  of 
Canada  by  our  own  government’s  healthcare 
system  ....  governments  are  dealing  with 
doctors  as  though  they  were  liabilities  rather 
than  assets  ...  to  balance  their  budgets  [they! 
are  takitig  back  more  and  more  money  from 
those  who  have  earned  it  instead  of  giving 
away  less  to  those  who  have  not.” 

The  letter  continues:  “To  coerce  doctors  to 
work  in  a specific  location  and  in  a specific  field 
of  medicine  on  threat  of  penalization  is  akin  to 
selecting  and  training  a team  of  top  baseball 
players  but  forcing  them  ultimately  to  play 
hockey.  In  other  words,  the  characteristics 
that  enable  an  individual  to  succeed  in  medical 
school  and  beyond  — independence,  motiva- 
tion and  self  confidence  — do  not  lend 
themselves  to  government  domination.  If 
governments  cannot  or  will  not  remunerate  us 
fairly,  it  may  be  better  to  put  the  control  of 
health  care  back  into  the  hands  of  physicians; 
in  other  words  we  should  opt  out  or  privatize.” 

To  paraphrase  Winston  Churchill:  Some 
hands;  some  opt-out. 

Canadian  physicians  have  been  so  fully 
coopted  by  government  that  every  last  one  of 
them  will  have  gone  to  Buffalo-slash-Erie 
before  government  yields  its  vaunted  single 
payer  system  — a system  that  most  Canadians 
say  they  are  happy  with  and  many  Americans 
envy.  Even  though,  according  to  an  October 
issue  of  New  York,  41  percent  of  Americans 
don’t  know  what  an  HMO  is  but  only  3 percent 
have  not  heard  of  Lorena  Bobbitt  — a rather 
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cutting  indictment  of  public  opinion.  Oddly 
enough,  Canadians  are  actually  happy  with 
the  idea  of  the  system  and  with  its  primary  care 
component.  Those  who  have  undergone 
surgery  — or  are  still  waiting  for  it  — express 
less  happiness  with  that  secondary  and 
tertiary  healthcare  than  do  their  American 
neighbors. 

And  so  too  a book  that  was  published  late 
last  year  — Understanding  Health  Care 
Reform  by  Yale  University  professor  of  politics 
and  public  policy,  Theodore  R.  Marmor.  In  it, 
Marmor  argues  for  a Canadian  system  for  the 
U.S.,  citing  what  he  calls  “voices  of  reason”  at 
Consumer’s  Union  who  favor  that  system.  He 
chides  the  New  York  Times  for  characterizing 
the  system  as  bureaucratic  and  condemns  the 
blitz  of  anti-Canadian  healthcare  system 
propaganda  perpetrated  by  the  American 
Medical  Association  in  1989  at  a cost  of  $2.5 
million,  and  suggests  that  any  time  Americans 
are  told  they  might  usefully  learn  something 
from  another  nation,  a “knee  jerk  nativism 
arises”  and  xenophobia  raises  its  head. 

Furthermore,  Marmor  claims,  somewhat 
disingenuously,  that  “most  of  the  negative 
effects  predicted  by  economic  theory  and 
Canadian  doctors  — worrisome  physician 
flight,  rationing  of  lifesaving  care,  long  queues 
and  obsolescence,  have  not  emerged.”  Uh  huh. 
He  also  says  that  “the  typical  process  of  setting 
[physicians’]  fees  is  one  of  extended  negotia- 
tion, not  unilateral  imposition.”  Really?  And  he 
credits  universal  access,  a responsible  financ- 
ing agency  and  accountable  political  leaders 
(he  doesn’t  mention  Robert  Bourassa)  for 
Canada’s  superior  performance  in  healthcare. 

What  a contrast  to  the  New  England 
Journal  of  Medicine’s  John  Iglehart,  who 
observed  in  that  publication  that  “Canada’s 
health  insurance  program  resembles  a pres- 
sure cooker  that  is  building  up  steam  on  a hot 
stove.”  Or  to  Dr.  Grant  Hill,  health  critic  for 
Canada’s  Reform  Party,  who  noted  recently 
that  “our  system  is  literally  crumbling  around 
our  ears,  and  [federal  health  minister]  Diane 
Marleau’s  reaction  to  that  is  plain  packaging 
for  cigarettes.” 

The  Liberal  government  of  prime  minister 
Jean  Chretien  today  faces  a dilemma:  How  to 
deal  with  escalating  costs  when  the  public 
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purse  is  empty?  The  CD  Howe  Institute,  an 
independent  research  body,  recommends 
dramatic  futiding  changes,  including  user  fees 
for  those  who  can  afford  them,  regional  control 
of  budgets,  and  more  competition  (something 
known  elsewhere  as  market  forces),  such  as 
that  — already  starting  amid  a welter  of  public 
and  private  criticism  — from  private  MRI 
facilities. 

Now,  though.  Health  Minister  Marleau 
has  announced  a four-year,  $12  million,  20- 
member  forum  to  develop  “a  new  vision  for 
Canada’s  health  system  for  the  21st  Century.” 

What  might  Americans  learn  from  all  of 
this? 

The  U.S.  system  is  fragmented,  expensive, 
over-administered  (billions  of  dollars  go  into 
form  filling  for  1500  different  insuring 
agencies)  and  15  percent  of  the  population  has 
no  insurance  coverage.  The  fact  that  life 
expectancy  in  the  U.S.  is  a shade  lower  than  in 
Canada,  and  infant  mortality  is  higher  may 
have  as  much  to  do  with  urban  ghettoes, 
poverty  and  addiction  as  with  health  systems. 
In  fact,  much  of  what’s  lumped  together  under 
healthcare  expenditures  in  the  United  States 
is  really  social  pathology:  roughly  as  many 
homicides  in  the  Philadelphia  area  (population 
4 million)  as  there  are  in  Britain  (population  60 
million)  or  in  Ontario  and  Quebec  (combined 
populations  about  18  million);  rampant  drug 
addiction;  violence;  poverty;  malnutrition. 
Some  estimates  of  the  costs  of  these  problems 
run  as  high  as  one-fourth  of  the  staggeringly 
high  U.S.  healthcare  bill. 

Then  there’s  the  high  cost  of  litigation  and 
the  fact  that  a huge  proportion  of  health 
expenditures  are  for  people  in  their  lastyear  or 
two  of  life.  And  there’s  what  George  Bernard 
Shaw  called  the  doctor’s  dilemma;  getting  paid 
for  doing;  not  getting  paid  for  not  doing.  Few 
would  seriously  argue  that  Americans  are 
getting  too  many  hysterectomies,  way  too 
many  coronary  bypass  operations  and  a great 
deal  too  much  tinkering  with  their  prostates. 
While  spending  more  than  $3,000  a year  each 
on  healthcare,  they  live,  on  average,  shorter 
lives  than  Spaniards,  who  spend  about  $800 
each,  or  Greeks,  who  spend  about  $400. 
Finally,  there’s  the  wonderful  American 
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propensity  to  believe  not  only  that  death  can 
be  postponed,  it  can  be  avoided  altogether  if 
only  they  spend  enough  money  on  healthcare. 
Add  to  that  the  notion  that  everything  can  be 
fixed  — if  the  nose  God  gave  you  doesn’t  suit 
you,  call  a plastic  surgeon  for  a second  opinion 
— and  a fix.  No  hair?  Grow  some  with  drugs. 
Or  rugs. 

In  short,  the  U.S.  system  has  problems  but 
is  the  Canadian  approach  any  better?  Some 
would  cite  its  equity  and  relative  cheapness  ... 
although  lengthy  waiting  periods  and  the 
safety  valve  of  U.S.  treatment  for  those  who 
have  waited  too  long  don’t  factor  in  the  cost  of 
loss  of  productivity. 

Wliat  would  I do  if  M.  Chretien  phoned  me 
tomorrow  and  invited  me  to  become  minister  of 
health?  Mainly,  inject  some  cash  into  the 
system:  premiums,  deductibles,  de-listing, 

private  competition,  extra  billing  — and 
erosion  of  some  healthcare  mythology  ...  about 
which  more  in  a moment. 

Would  or  should  Americans  fund  a 
national,  comprehensive  government  medical 
care  system  federally  or  through  state 
auspices?  Yes,  if  Americans  are  prepared  for 
large  tax  increases,  diminished  choice,  lowered 
standards,  aging  technology,  lengthy  waiting 
periods  and  a disaffected  medical  profession 
(who,  after  all,  wants  to  come  under  the  knife  of 
a distraught  or  impoverished  surgeon?)  and 
the  sort  of  dinosaur  that  only  public  enterprise 
can  be. 

But  one  important  lesson,  I believe,  for 
both  countries,  is  to  explode  some  of  the 
mythology  of  healthcare.  As  Lewis  Lapham  put 
it  in  the  October  issue  of  Harper’s  magazine: 
“The  hospital-going  public  now  asks  of  its 
medical  advisers  what  medieval  Christendom 
asked  of  its  priests  and  saints  — the  remission 
of  sins  and  the  hope  of  everlasting  life. 
Infirmities  once  considered  natural  to  the 
human  condition  (old  age,  anxiety,  weak  chins, 
adolescence)  are  promoted  to  the  status  of 
illnesses  deserving  of  a specialized  vocabulary 
and  government  money.” 

In  any  system  of  healthcare,  these  are  the 
eternal  verities  ...  and  no  amount  of 
government  largess  or  zealous  reform  will  alter 
that. 
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The  prenatal  cytogenetics  laboratories  should 
have  continuous  dialogue  with  the  referring 
physicians,  especially  the  perinatologists, 
about  their  patients  who  are  beset  with 
complex  problems.  Because  of  the  need  to  have 
the  diagnosis  as  quickly  as  possible  for 
planning  the  patient’s  management,  it  is 
desirable  to  develop  techniques  (Tharapel  et  al, 
1990)  that  provide  results  within  24  hours. 

Our  laboratory  recently  received  a fetal 
umbilical  cord  blood  from  a 28  year  old,  gravida 
3,  para  1011,  female.  The  ultrasound  showed 
the  fetus  was  small  for  a 30  week  gestational 
age.  A cordocentesis  was  performed  with 
ultrasound  guidance  and  3 cc  of  specimen  was 
collected.  When  the  cord  blood  was  received  in 
the  laboratory,  three  flasks  were  set-up  (5  mis 
media,  0.1  cc  PHA  and  0.5  cc  cord  blood).  After 
24  hours  of  incubation  (37.5"  C at  5.5  percent 
CO2).  Icc  of  colcemid  (10  ug/ml)  was  added  to 
one  flask  for  25  minutes  and  then  harvested. 
Slides  were  made,  aged  in  a microwave,  cooled 
to  room  temperature,  and  then  stained  (GTL). 

'Mr.  McCi)rmack,  Mr.  Dewan  and  Dr.  Borgaonkar  practice 
at  the  Cytogenetics  Laboratory,  Departments  of  Pathology 
and  Lahoiatory  Medicine,  Medical  Center  of  Delaware, 
Newark. 

"Drs.  Shlossman,  Brosch,  Manley  and  Tildon-Burton 
practice  at  the  Department  of  Obstetrics  & Gynecology, 
Medical  Center  of  Delaware,  Newark. 
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Cells  were  analyzed  and  found  to  be  47,  XY, 
-1-13.  A karyotype  and  a report  were  prepared 
and  sent  to  the  physician’s  office.  The  48-hour 
and  72-hour  cultures  confirmed  the  47,XY,-i-13 
finding. 

While  the  report  on  the  first  case  was  being 
prepared  for  publication,  two  more  cord  blood 
specimens  were  also  processed  in  the 
laboratory.  The  second  case  was  of  a fetus  with 
hydronephrosis  and  cardiac  anomalies  which 
also  produced  a trisomy  13  karyotype.  The 
third  case  was  that  of  a 21  week  old  fetus  with 
hydrops  having  a 45,  X chromosome  constitu- 
tion. After  the  specimens  were  received,  the 
results  of  the  second  cord  blood  specimen  were 
communicated  to  the  obstetrician  within  50 
hours  and  the  third  specimen  within  30  hours. 

The  physicians  wished  to  have  quick 
diagnoses  because  ultrasound  findings  sug- 
gested chromosome  abnormalities.  The  au- 
topsy in  the  first  case  notes  cleft  palate,  low  set 
ears,  and  supernumerary  digits  present  on 
both  hands. 
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healthy  future.  And  surely  that’s  something  that  will 
put  a smile  on  your  face.  Call  (302)  323-8200  for  more 
information... we’re  on  call  and  listening  24  hours  a day. 
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To  Russia  and  Back  Again: 

TheTale  of  Two  Medical  Missions  to  Moscow 


Peter  R.  Hulick  MD 


Brief  Summary:  The  author  and  over  50  fellow 
physicians  and  other  health  care  ambassadors 
from  Pennsylvania  and  Delaware  visited 
Moscow  in  1992  and  1994.  They  lived  and 
practiced  medicine  with  their  Russian  counter- 
parts. The  state  of  health  care  in  the  Russian 
capital  is  described. 

To  Moscow,  1992 

After  half  a year  of  preparation,  in  August  of 
1992  a group  of  29  physicians,  nurses,  medical 
technicians  and  administrative  representa- 
tives from  south-central  Pennsylvania  (where 
I was  in  practice  at  the  time)  flew  from  JFK 
airport  laden  with  hundreds  of  pounds  of 
medical  equipment.  Destination:  The  Russian 
Children’s  Clinical  Hospital  on  Leninsky 
Avenue  in  suburban  Moscow.  Our  mission  was 
under  the  auspices  of  Friendship  Force 
International,  an  organization  dedicated  to 
international  citizens’  exchange  founded  by 
Jimmy  Carter  in  1977.  We  had  all  heard  of  the 
plight  of  the  medical  care  that  was  available  to 
the  average  Russian  citizen.  Our  goal  was  to 
make  what  impact  we  could  on  the  lives  of  as 
many  Russian  pediatric  patients  as  possible 
during  our  seven  days  in  the  Russian  capital. 

Because  delivery  of  unescorted  shipped 
goods  was  uncertain  at  best,  each  of  us  was 
issued  two  cargo  boxes  to  take  as  checked 
baggage,  and  our  goal  was  to  fill  these  with  as 
much  medicine,  other  medical  supplies,  books 
and  gifts  as  Finnair  would  allow  us  to  check. 

Dr.  Hulick  is  a Radiation  Oncologist  at  the  Medical 
Center  ol  Delawaje,  Newark. 
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We  carried  our  clothes  as  carry-on  baggage. 
Our  hospitals,  pharmaceutical  reps,  and 
medical  supply  houses  were  extremely  gener- 
ous in  donating  both  new  and  used  equipment, 
pounds  of  medications,  hundreds  of  hemostats, 
boxes  of  latex  gloves  — you  name  it,  we  took  it. 
Mars  even  donated  a hundred  pounds  of  M & 
Ms  for  the  kids,  most  of  whom  had  never  tasted 
chocolate  before. 

When  we  arrived  at  the  Moscow  airport 
Saturday  afternoon,  we  had  been  awake  about 
30  hours,  and  we  were  greeted  by  our  host 
families,  who  were  eager  to  show  us  their  city. 
Our  hospital  duties  did  not  begin  until  Monday 
morning,  so  each  of  us  went  his  or  her  separate 
way  with  our  respective  hosts.  My  family  lived 
on  the  eighth  floor  of  a five-year-old  apartment 
high-rise  that  looked  like  it  was  built  in  the 
forties  — a bleak,  dirty  concrete  building  in 
amazing  disrepair.  (Everything  in  Moscow  was 
dirty  or  broken,  or  so  I had  been  warned.)  My 
host  was  an  internist,  head  of  his  department 
at  Clinical  Hospital  No.  57,  by  the  name  of 
Gennady  Kaem,  a plump  man  in  his  early  50s. 
Gennady  had  mastered  about  400  English 
words,  so  we  were  able  to  communicate  well 
enough.  His  wife,  Tanya,  was  an  aeronautical 
engineer  who  spoke  no  English,  but  who  was 
very  eager  to  please  me  with  her  housekeeping 
and  cooking.  They  lived  in  their  one-bedroom 
flat  with  their  23-year-old  son  Pavel  and 
Pavel’s  wife  Natalya.  Natalya  recently  com- 
pleted her  fifth  year  at  the  language  institute, 
and  recently  had  begun  her  job  teaching 
English  to  grade-schoolers.  Her  English  was 
very  precise,  and  when  she  was  available,  she 
opened  up  a thoroughfare  of  conversation  for 
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Figures  1 A and  III.  Hie  liist  leg  of  t>ui  Medical  Mission  to  Moscow  was  our  bus  tnp  from  York  and 
Lancaster  to  ,II  K aiiport,  carrying  29  delegates  and  72  boxes  of  checked  baggage  containing  over  a 
ton  of  medical  supplies.  (Photo  by  the  author) 


US.  Their  flat  was  a recent  upgrade  from  living 
in  a large  communal  room  that  accommodated 
about  20  members  of  their  extended  family. 
Although  the  flat  was  “theirs,”  there  was 
nothing  certain  about  ownership  — no  deed,  no 
guaranty  of  permanence.  In  their  flat  they  had 
one  bedroom,  a small  bath,  an  even  smaller 


“privy,”  a kitchen  with  a 
table  that  could  seat  four, 
and  a combination  living/ 
dining  room.  Gennady 
and  Tanya  generously 
insisted  I use  their  bed- 
room, and  they  slept  in 
the  living/dining  room  on 
a pull-out  couch.  Their 
son  and  daughter-in-law 
moved  out  to  their  “sum- 
mer cottage”  or  dacha,  as 
it  is  called  in  Russia. 
Theirs  was  an  un- 
plumbed, unheated  re- 
treat about  30  miles  from 
Moscow,  which  had  been 
in  the  family  since  the 
early  forties.  Here  they 
had  a garden  for  fresh 
fruit  (strawberries,  rasp- 
berries, apples)  and  veg- 
etables (tomatoes  and 
cucumbers).  The  dacha’s 
privy  was  in  the  center  of 
the  garden.  Here  toilet 
paper  was  cut-up  pieces 
of  typewriter  paper  or 
newpaper,  although  in 
their  flat  more  typical 
European-  style  paper 
was  available. 

I arrived  at  their  flat 
after  a few  hours  of 
driving  around  Moscow, 
long  enough  to  get  an 
overview  of  the  city’s 
highlights  — such  im- 
pressive sights  as  Red 
Square,  the  Kremlin,  and 
the  onion-domed  St. 
Basil’s.  As  it  was  now 
mid-afternoon,  we  sat 
down  to  a huge  meal  similar  to  our 
Thanksgiving  dinner.  On  the  menu  were  the 
mainstays  of  the  Russian  diet;  potatoes, 
cabbage,  cucumbers,  bread.  They  splurged  on 
some  small  pieces  of  meat  resembling  lamb 
chops  or  pork  chops.  From  their  garden  we  had 
strawberries  made  into  a dilute,  unsweetened 
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beverage.  After  dinner  we  exchanged  toasts  to 
one  another,  to  each  other’s  country,  and  to 
our  new  friendship  — each  toast  a small  glass 
of  cognac  from  a bottle  they  had  saved  from 
better  days.  We  washed  down  each  toast  with 
a piece  of  chocolate.  When  the  chocolate  box 
was  empty  and  the  cognac  bottle  dry,  I 
presented  Gennady  and  his  family  with  gifts 
from  my  family  to  theirs.  Friendship  Force 
had  given  each  of  us  a brief  profile  of  our  host 
family,  so  I had  an  idea  of  what  to  bring.  For 
Gennady:  a stethoscope  (even  though  a 
cardiologist,  he  did  not  have  one  of  his  own  — 
he  used  one  supplied  by  the  clinic)  and  a 
Polaroid  camera  with  several  boxes  of  film,  a 
book  about  modern  American  cars,  and  some 
recent  issues  of  JAMA  and  the  New  England 
Journal  of  Medicine]  for  Tanya  and  Natalya 
mostly  cosmetics,  feminine  hygiene  products, 
and  current  magazines  about  movie  stars, 
beauty  products  and  the  like;  for  Pavel,  some 
Levi’s  and  sneakers.  The  biggest  hits  were  an 
AAA  map  of  the  United  States  and  the  current 
issue  of  Cosmopolitan. 

Gennady  and  Pavel  had  a car  — I was  the 
only  member  of  our  delegation  whose  host 
family  had  one  — so  on  Sunday  we  took  a 
drive  through  the  country,  with  our  eventual 
destination  their  dacha.  The  car  was  a 
Zhiguli,  similar  to  a Colt,  devoid  of  seatbelts, 
air  conditioning,  radio,  or  brakes.  (Gennady 
showed  me  a set  of  brake  shoes  hidden  under 
his  seat.  He  didn’t  want  to  install  them  until 
absolutely  necessary.)  On  the  way  to  their 
summer  cottage  we  visited  several  restored 
churches  that  are  now  museums.  Tanya  had 
prepared  a picnic  meal  which  we  ate  on  a 
blanket  spread  out  in  a field  at  their  favorite 
spot  along  the  Moscow  River. 

Monday  began  our  work  week.  Our  group 
arranged  to  work  on  the  oncology  floor  at  The 
Russian  Children’s  Clinical  Hospital.  The 
hospital  was  only  a few  years  old,  but  was  run- 
down and  only  marginally  clean.  The  outside 
door  to  the  stairwell  we  entered  was  missing 
from  its  hinges,  and  provided  easy  access  to 
stray  dogs  and  cats.  They  wandered  freely  in 
the  corridors,  and  no  one  seemed  to  clean  up 
after  them  during  the  week  of  our  stay.  On  our 
first  day  at  the  hospital  we  presented  our 


Figure  2.  A young  Ukranian  boy  from  the  Chernobyl  region  with  an 
osteogenic  sarcoma  of  the  left  tibia  who  underwent  an  amputation 
perfomied  by  one  of  our  delegates.  (Photo  by  the  author) 


medical  supplies  to  the  Chief  of  Staff,  who 
ceremoniously  opened  them  in  front  of  several 
dozen  members  of  his  staff.  The  boxes  included 
surgical  instruments,  lab  equipment,  IV  sets, 
bottles  and  bottles  of  pills,  bandages,  books, 
syringes,  needles.  When  asked  beforehand 
what  they  could  use,  we  were  told  “anything  — 
we  have  nothing,  and  what  we  have  is  broken.” 
They  were  delighted  with  the  gifts,  and  wasted 
no  time  in  using  them.  We  were  told  this  was 
the  first  shipment  they  received  since  the 
arrival  of  glasnost.  Ofttimes  unaccompanied 
shipments  never  arrived,  having  been  diverted 
to  the  Russian  black  market  instead. 

Several  of  our  delegates  spent  time  one-on- 
one  with  their  counterparts.  Dr.  Gerry 
Rothaker,  an  orthopedist  from  Lancaster, 
scrubbed  up  on  a leg  amputation  of  a 10-year- 
old  boy  from  the  Chernobyl  area  who  had  an 
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l'’igure  3.  Dr.  Shdierbeiiku  and  two  assistants  prepare  a young  child  with  Ewing's  sarcoma  for  his 
daily  radiation  treatment  using  the  “(Jamma  Apparatus"  at  the  Moscow  Research  Institute  for 


Roentgenology  and  Radiology.  (Photo  by  the  author) 

osteogenic  sarcoma.  Several  of  us  made  rounds 
on  the  pediatric  oncology  ward  and  learned 
that  kids  are  the  same  everywhere.  To  win 
their  friendship,  we  passed  out  several 
hundred  packs  of  M & Ms  and  felt  like  the  Pied 
Piper.  The  ward  looked  like  something  from 
the  Smithsonian.  Everything  was  so  old, 
something  reminiscent  of  my  boyhood  memo- 
ries of  when  I visited  the  hospital  in  which  my 
father  practiced  in  the  fifties.  But  I was 
surprised  how  current  the  Russian  doctors 
were,  familiar  with  recent  oncology  literature 
and  modern  chemotherapy  protocols.  The 
hospital’s  library  subscribed  to  a few  current 
journals,  and  the  doctors  wished  they  had  the 
drugs  they  had  read  about.  I believe  that  in 
past  years  things  were  better,  but  recently 
their  supply  of  expensive  medicines,  such  as 
adriamycin  and  cis-platinum,  had  dwindled  to 
nothing. 

Each  child  was  from  far  away,  as  this 
hospital  was  designated  to  service  the  needs  of 
children  “from  the  country.”  A family  member 
stayed  with  each  child,  kept  the  room  clean, 
and  saw  to  it  that  the  child  was  fed.  The 
patient/nurse  ratio  was  high,  one  or  two  nurses 
(or  technicians)  for  the  ward  of  50  beds,  with 


family  providing  basic 
nursing  care.  I never  saw 
vital  signs  being  taken, 
blood  being  drawn,  or 
much  of  anything  hap- 
pening. The  floor  was 
generally  quiet,  and  I 
can’t  recall  having  heard 
any  of  the  children  cry- 
ing. The  doctors  on  the 
floor  were  all  the  equiva- 
lent of  our  residents.  I 
never  saw  a physician 
who  looked  older  than  30 
present  on  the  floor, 
although  they  were 
present  when  the  resi- 
dents attended  the  nu- 
merous conferences  to 
discuss  patient  care. 

Radiation  treatments 
were  given  at  the  Moscow 
Research  Institute  for 
Roentgenology  and  Radiology,  to  which  the 
kids  were  bused  the  two-mile  trip  each  day. 
Since  two  of  us  (Dr.  Greg  Fortier  and  myself)  in 
our  delegation  are  radiation  oncologists,  we 
were  allowed  to  visit  this  hospital.  Our  host 
was  Dr.  Oleg  Shcherbenko,  Deputy  Director  of 
the  Institute.  He  met  us  at  the  children’s 
hospital  and  escorted  us  onto  Bus  #226  after  we 
paid  our  50-kopek  (one-half  cent)  fare.  After  a 
mile’s  ride,  we  stopped  at  Butlegova  Street, 
paying  close  attention  to  landmarks,  street 
names,  and  bus  numbers,  as  on  Wednesday  we 
would  have  to  follow  the  same  path  without  an 
escort.  The  Institute  was  an  attractive,  clean 
building,  in  good  physical  repair,  somewhat 
out  of  character  when  compared  to  the  other 
facilities  we  had  seen.  (The  cynics  in  our  group 
speculated  that  we  were  shown  so  much 
disrepair  to  invoke  our  sympathies  and 
generate  future  shipments.)  When  we  com- 
mented that  the  building  was  so  quiet,  we 
learned  that  nearly  all  the  staff  was  away  for 
the  entire  month  of  August  for  the  traditional 
summer  holiday.  Oleg  would  be  leaving  soon. 
All  patient  care  would  be  suspended  until 
September.  The  few  remaining  patients  would 
be  sent  home.  We  encountered  two  patients’ 
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mothers  seeking  an  update  on  their  children’s 
condition  from  Dr.  Shcherbenko.  He  requested 
by  phone  that  a new  x-ray  study  be  performed 
on  each  of  these.  A few  hours  later  an  x-ray 
technician  returned  with  the  first  of  these:  a 
tank-developed  flat-plate  of  the  chest  still 
dripping  with  rinse  water  — the  first  truly  “wet 
reading”  I had  seen  in  decades.  The  film 
showed  a large  mediastinal  mass  which  we 
were  told  was  smaller  than  on  previous 
studies.  Not  much  later,  another  technician 
returned  with  several  panels  of  films  showing 
CT  images  of  the  abdomen  of  the  second  child. 

We  spent  most  of  the  day  with  Dr. 
Shcherbenko,  who  specializes  in  pediatric 
radiation  oncology.  Although  his  English  was 
quite  good,  the  translation  of  oncology  terms 
proved  difficult.  Later  we  were  joined  by  Dr. 
Wladimir  Sotnikov,  who  practiced  adult 
radiation  oncology  and  spent  most  of  his  time 
working  with  lung  cancer  patients.  Their 
radiation  treatment  equipment  was  Russian- 
made,  and  it  was  of  isotope  teletherapy 
technology  using  cobalt-60  or  cesium-137. 
They  hoped  to  acquire  a linear  accelerator  in 
the  near  future.  There  are  fewer  linear 
accelerators  in  all  of  Russia  than  there  are  in 
Philadelphia.  A betatron  had  been  in  use  until 
1982,  but  it  lay  disassembled  in  an  old  room  ( we 
were  allowed  to  see  it)  with  no  recent  attempt 
to  make  repairs.  After  two  days  of  working 
with  Dr.  Shcherbenko,  my  pocket  dosimeter 
still  read  zero,  indicating  I had  not  experienced 
a measurable  exposure  to  radiation. 

Doctors  in  Russia  don’t  make  much  money. 
They  may  make  thousands  of  rubles,  but  it 
translated  to  about  $30  per  month.  The 
common  laborer  earns  more,  but  no  one  makes 
much  except  for  the  new  generation  of  Russian 
businessmen.  Twenty-four  dollars  bought 
enough  food  for  a family  to  eat  for  a month. 
Monthly  rent  cost  the  equivalent  of  50  cents. 
The  bus  or  subway  cost  less  than  a cent  to  go 
anywhere  in  Moscow.  A broken-down  car 
might  cost  $6,000.  Petrol  was  about  18  cents  a 
liter.  At  work  everything  is  supplied  — 
although  not  much  is  available.  They  were  out 
of  needles,  syringes,  IV  tubing,  parenteral 
fluids,  most  medications.  My  host  had  no 
stethoscope  of  his  own,  and  the  one  he  used  at 
the  clinic  looked  archaic. 
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We  enjoyed  several  cultural  events.  Since 
it  was  summer,  the  Bolshoi  was  not  in  season. 
We  went  to  an  evening  performance  of  the 
Moscow  Puppet  Show,  a somewhat  risque 
presentation  of  a Russian  Don  Juan.  Even 
though  in  Russian,  the  story  was  easy  to  follow. 
Tickets  were  about  30  cents,  too  high  for  an 
average  Russian  to  splurge  for,  so  our  hosts 
were  delighted  to  be  invited  to  join  us  as  our 
guests. 

We  toured  several  museums,  including  the 
famous  Pushkin  Museum,  but  the  highlight 
was  a day  trip  to  Zgorsk,  about  70  km  from 
Moscow.  This  is  a small  town/working 
monastery  inhabited  by  an  old  Russian 
religious  sect.  Its  buildings  were  filled  with  a 
rich  collection  of  artwork,  religious  articles, 
and  very  interesting  clerics.  They  did  not 
appear  to  be  allowed  to  communicate  with  the 
tourists,  but  were  willing  to  be  photographed, 
or  were  perhaps  just  ignoring  the  photogra- 
phers. The  streets  were  filled  with  gypsy-like 
beggars  who  knew  English  phrases  such  as 
“alms  for  the  poor.”  A donation  was  expected 
upon  entering  each  building,  and  it  appeared 
the  community  survived  from  tourist  contribu- 
tions. Each  had  a small  gift  shop  in  which 
printed  religious  materials  could  be  purchased. 

Outside  the  monastery  there  were  several 
shops  which  sold  lacquer  boxes,  the  intricate 
papier  mache  boxes  which  are  also  sold  in 
museum  shops  in  the  states.  I had  been  told  by 
my  host  that  this  was  the  best  place  to  buy, 
based  on  quality  and  price.  (The  state-operated 
gift  shops  in  Moscow  had  similar  items,  but  the 
quality  and  price  in  Zgorsk  was  the  best.)  The 
box  I selected  was  six-sided,  no  more  than  3 
inches  in  any  dimension,  and  on  each  side  and 
the  lid  were  painted  a different  Russian  fairy 
tale  scene.  The  Palekh  artist  was  said  to  have 
taken  a year  to  paint  it,  using  egg  yolk-based 
tempera  paint.  I was  told  it  was  of  museum 
quality,  and  that  in  New  York  it  would  cost  ten 
times  the  price  I had  paid.  Subsequently  I 
learned  they  were  telling  the  truth. 

Our  farewell  dinner  was  on  a tourist  cruise 
boat,  not  unlike  what  one  would  experience  in 
Paris,  Amsterdam,  or  Chicago.  On  it  we  toured 
Moscow  via  the  Moscow  River,  complete  with  a 
balalaika  exhibition  of  Russian  music,  plenty 
of  Russian  vodka,  Pepsi,  and  no  ice.  By  now  we 
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Figure  4.  Dr.  flulick  demonstrates  for  Drs.  Sotnikov  and  Shcherbenko  an  electron  beam  cerrobend  “cut-out"  at  the  Radiation  Oncology 
Department  r>f  the  Medical  Center  ol  Delaware  during  the  Russians’  visit  to  the  United  States.  This  form  of  radiation  treatment  was  not 
available  at  the  visitors’  institution.  (Photo  by  Terence  Roberts) 


all  had  become  friends.  We  knew  each  other’s 
host  families,  had  exchanged  many  stories  of 
our  countries,  and  had  completed  a week  of 
bonding.  We  toasted  and  pledged  to  meet  again 
some  day. 

In  the  following  November  10  of  our 
Russian  hosts  visited  the  U.S.  as  our  guests. 
Their  reaction  is  another  entire  story  in  itself. 
Privately,  Dr.  Fortier  and  I later  arranged  for 
Drs.  Shcherbenko  and  Sotnikov  to  visit  our 
practices.  In  the  intervening  months  I had 
joined  the  Department  of  Radiation  Oncology 
at  Christiana  Hospital.  During  their  first  week 
in  this  country  they  visited  me  at  the  Medical 
Center  of  Delaware,  where  they  toured 
Christiana  Hospital  and  spent  several  days  in 
the  Department  of  Radiation  Oncology.  The 
oncology  community  atMCD  rolled  out  the  red, 
white,  and  blue  carpet,  giving  them  an  almost 
overwhelming  introduction  to  American 
oncologic  medicine,  including  inpatient  and 
outpatient  chemotherapy,  surgery,  all  aspects 
of  radiation  oncology,  bone  marrow  transplan- 
tation, laboratory  medicine,  radiology,  nuclear 
medicine,  and  office-based  practice.  They 
repeated  this  experience  in  visits  with  Dr.  Greg 
Fortier  at  York  Hospital,  and  in  Roanoke, 
Virginia.  They  were  invited  speakers  at  a 


quarterly  meeting  of  the  Mid-Atlantic  Society 
of  Radiation  Oncologists  and  enjoyed  meeting 
with  dozens  of  radiation  oncology  colleagues. 

And  Back  Again,  1994 

We  returned  once  more  to  Moscow  in  May 
of  1994.  For  this  return  visit,  23  delegates  from 
both  Delaware  and  Pennsylvania  joined  forces. 
Again,  we  packed  over  a ton  of  medical  goods 
we  had  accumulated  over  the  preceding 
months,  and  again  our  hospitals,  colleagues, 
and  vendors  were  ever  so  supportive  of  our 
project.  It  was  most  interesting  to  note  some 
changes  that  occurred  in  the  intervening  21 
months.  The  “Russian  White  House”  had  been 
bombed  during  the  attempted  coup  and  was 
fully  restored  by  the  time  we  arrived.  The 
dollar  now  bought  1,800  rubles,  an  1,100 
percent  increase.  The  Yeltsin  government  had 
decreed  that  hard  currency  was  not  to  be  used 
in  official  transactions,  and  that  the  ruble 
regained  its  role  as  the  only  usable  currency. 
Since  the  inflation  of  the  ruble  was  a daily 
event,  in  the  private  shops  all  prices  were 
labeled  in  hard  currency  (dollars  or  Deutsche 
marks),  and  the  shop  would  then  accept  the 
ever- rising  ruble  equivalent.  Private  shops 
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Figure  5.  Ilie  inpatients  and  nursing  staff  of  [)r.  Shcherbenko's  pediatnc  oncology  ward  watch  the  ward’s  sole 
television  in  the  halJway  after  the  day’s  treatments  are  over.  (Photo  by  Raymond  Seigfried) 


have  flourished. 

Whereas  in  1992 
I observed  only 
one  fruit  stand 
on  the  streets  of 
Moscow,  there 
were  hundreds 
lining  the  major 
and  minor  streets 
of  the  cities  and 
suburbs.  The 
1992  rarity,  a 
banana,  was  eas- 
ily seen  every- 
where, as  were 
banana  peels  on 
the  sidewalks. 

Food  and  other 
imported  goods 
were  every- 
where. Even  the 
state  stores  had 
meat,  milk  products,  imported  liquors,  and 
bread  abundantly  available.  Interestingly,  the 
prices  of  food,  after  translation  from  the  quoted 
dollars  to  the  permitted  rubles,  were  nearly 
equivalent  to  prices  in  the  U.S.  Our  physician 
hosts’  salaries  had  risen  to  200,000  rubles  per 
month,  a little  over  $110,  representing  a 300 
percent  increase  in  21  months.  The  price  of  a 
used,  beat-up  car  soared  to  nearly  $10,000.  A 
ride  on  the  metro  had  gone  up  from  1 ruble  to 
100  rubl  es.  The  price  of  a flat  (they  were  now 
allowed  to  own,  buy,  and  sell  their  lodging)  was 
about  $30,000.  As  my  host.  Dr.  Oleg 
Shcherbenko,  explained  it  to  me;  “In  1992  we 
had  a lot  of  money,  but  there  was  nothing 
available  to  buy.  In  1994,  there  is  everything  to 
buy,  but  no  money  left  over  after  buying  food.” 
Despite  the  rise  in  prices  and  wages,  and  the 
relative  decrease  in  purchasing  power  of  a 
month’s  wages,  I sense  that  the  Russians  I 
encountered  felt  they  were  better  off.  They  are 
learning  to  cherish  their  ability  to  own,  to 
travel,  to  speak  out. 

Our  arrival  was  on  the  last  day  of  April, 
and  on  that  evening  my  hosts  took  me  to  Red 
Square,  where  a church  had  been  restored.  At 
11:45  p.m.  the  bells  began  to  ring  the  feast  of 
Russian  Easter,  and  the  church’s  priest  led  a 
procession  of  religious  clerics  in  Red  Square, 


within  sight  of  the  Kremlin.  To  me,  this  was  as 
significant  as  the  fall  of  the  Berlin  wall.  Even 
more  astounding,  we  learned  the  next  day  that 
Yeltsin  had  been  inside  the  church!  On  May  1 
there  was  no  typical  parade  of  Russian  military 
down  Lenin  Street  as  there  had  been  so  many 
times  in  prior  years.  Instead,  the  anti- 
democratic faction  of  old  hard-liners  was 
marching  in  protest  of  the  transition  to 
democracy.  Such  an  expression  of  political 
freedom  was  unknown  in  the  past.  And  from 
the  size  of  the  protest  and  the  number  of 
marchers,  I doubt  if  reform  is  in  jeopardy. 

I was  fortunate  to  arrange  a side  trip  to  St. 
Petersburg  for  two  of  my  eight  days  in  Russia. 
The  flavor  of  this  city  was  entirely  different 
from  that  of  Moscow.  Instead  of  broken  and 
dirty,  this  city  was  undergoing  a facelift  of 
painting,  plantings,  paving,  and  preparations 
for  the  upcoming  World  Games.  My  visits  to 
the  many  museums  were  extremely  enjoyable, 
and  the  major  message  was  that  of  a new 
exhibit  at  the  Russian  Museum  of  Art  entitled 
“The  SovietEra,  1917-1985. ’’This  was  a view  of 
Russia  looking  back  at  itself  nine  years  after 
the  beginning  of  perestroika. 

In  Moscow  I was  able  to  re-visit  many 
friends,  and  returned  to  the  Moscow  Radiologi- 
cal Institute  for  several  visits.  Little  had 
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changed.  Many  of  the  nurses  had  familiar 
faces.  Different  patients  were  there,  but  the 
diseases  were  the  same.  The  cupboards  of 
drugs  were  a bit  more  full.  I had  the 
opportunity  to  accompany  Dr.  Shcherbenko  in 
a consultation  of  the  case  of  a 34-year-old 
pediatrician  from  Kazahkstan.  She  had 
referred  many  cases  to  Dr.  Shcherbenko  in  the 
past,  but  herself  was  now  a patient  with  a 
diagnosis  of  meningeal  carcinomatosis  from 
metastatic  carcinoma  of  the  breast.  She  was 
dehydrated  from  a lack  of  being  able  to  swallow 
due  to  a deficit  of  the  9th  and  10th  cranial 
nerves,  and  I was  asked  if  she  should  be  given 
lasix  (which  they  had  available)  to  boost  her 
urine  flow.  When  I suggested  they  try  giving 
intravenous  fluids  as  an  alternative,  I was  told 


it  was  impossible  due  to  a lack  of  IV  tubing  and 
fluids!  They  were  also  unwilling  to  insert  a 
feeding  NG  tube. 

The  stories  learned  in  a week’s  stay  seem 
endless.  It  felt  as  if  I had  been  in  Russia  for  a 
year.  After  seeing  a people  struggle  for  the 
barest  of  essentials,  I was  totally  eager  to 
return  to  my  country,  to  my  home  and  family, 
to  my  own  country’s  health  care  system.  If 
there’s  a lesson  to  be  learned,  it  is  to  be  grateful 
for  the  blessings  we  take  for  granted  each  day- 
freedom,  nourishment,  a home,  health  care 
that  has  the  resources  it  needs.  It  is  humbling 
to  have  these  treasures  when  so  many  people 
must  do  without.  America  may  not  be  perfect, 
but  it’s  still  in  first  place. 


BE  AN  AIR  FORCE 
PHYSICIAN. 


Become  the  dedicated  physician  you 
want  to  be  while  serving  your  country  in 
today’s  Air  Force.  Discover  the  tremen- 
dous benefits  of  Air  Force  medicine.  Talk 
to  an  Air  Force  medical  program  manag- 
er about  the  quality  lifestyle  and  benefits 
you  enjoy  as  an  Air  Force  professional, 
along  with: 

• 30  days  vacation  with  pay  per  year 

• Dedicated,  professional  staff 

• Non-contributing  retirement  plan  if 
qualified 

Today’s  Air  Force  offers  the  medical  envi- 
ronment you  seek.  Find  out  how  to  quali- 
fy. Call  USAF  HEALTH  PROFESSIONS 
TOLL  FREE 
1-800-423-USAF 
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Joint  CompLife®. 

Alleviates  one  of 
life’s  two  certainties. 


KSivvri:- 

taxes 


cbv  usdj  ipl  uf  utngesw 
" [Is  okdv  sljdg  oisdjos 

gig  sg  gokjgpe 
eo|e,b  nnig; 
Do;kr  n 


jtdg 

gwigj  1 
dneinme  irj 
bpokgxcuog 

Dfegivbhcdoig  S-  _ 

.zopkjcbkckjlkJmbndUn 

vjhs  X lie  volsdAsjkg  ur  xte 
ipl  uf  utngesw  Di7e  xuj^>^ 
okdv  sljdg  oisdjos 
eoi  gig  sg  golsjg" 
gpdslgle  bpof'' 


drietnme  irJg;^-b  eo^ 
bpokgxcuog  oiglg 

S df  bdij^ 
eoijdOj 


oild  eD  tj 
pi  zb 


Jijdb 

— ?oijdtg;ddr 
»l^bn  boie  oild 
bdijdb  pi/b 
ndUJDvijxvc  Ojtg 


_^xlicvolAsjkgurxjhgt«bv 

^pl  uf  utngesw  Drye  suga  gk 

t;,kg"upl%bkckjlkJmbnv,xvc 


irjgikb 

—.J^xcuog 
^ivb  he  doig 

J^Sdf  bdijdb  pizb  . 
JPTnkJmb  ndUJD  vijxvc  Ojtg 
Jf^olidAsjkg  ur  ttihg  qsdj 
“■  cesw  Drye  suga  gk  hg  urls 
^ fios  jfdg  judoso  dgoigie 

“ e gwigj  gigejpeje 

oiglbn  boie 
df  bdijdb 

oild 

pizb  iz<^ 

Ojfg  vjhs  X lie  ^ 
usdiiptuf  utngesw  B 
urls  okdv  sljdg  o.sdjos  J 
daolgie  eoidrlctnme 

e^o-krnbpokgxeupkjebkekj-ll 

vij^xvcOjfgvjhsxhe  volsd 


bvashjdsikg  Grsezlez 


Northwestern  Mutual 
offers  a product 
that  insures  the  lives 
of  two  people.  It’s  Joint 
CompLife®  And  it  pays 
benefits  at  the  second  death 
to  help  alleviate  out-of-pocket 
payment  of  estate  and 
inheritance  taxes. 

The  flexible  design  of 
Joint  CompLife®  allows  you 
to  tailor  benefits  and 
premiums  that  meet  cov- 
erage, cash  value  and 
premium  goals  for  estate 
planning  and  business 
continuation. 

To  learn  more  about 
how  Joint  CompLife®  can  help 
you,  call: 


Nprthwesiern 
MutuaJ  Life® 

The  Quiet  Company'' 


CHARLES  E.  PERRY 
& ASSOCIATES 
1105  Market  St,  Suite  1400 
Wilmington,  DE  19801 
302/652-3131 


©1992  The  Northwestern  Mutual  Life  Insurance  Co..  Milwaukee.  Wl. 
CompLife®  is  a registered  trademark  of  TheNorthwestern  Mutual  Life  Insurance  Company. 


© 1993  Poc  & Brown,  Inc. 


When  you  select  the  Physicians  Protector  Plan®  from 
CNA  Insurance  Companies  for  malpractice  protection, 
you  get  four  extra  opportunities  to  save  money. 

• Attend  a loss-control  seminar  and  save  5%  a year 
for  three  years. 

• Stay  with  the  plan  five  years  for  a 5%  credit. 

(Stay  with  the  plan  1 0 years  and  tail  coverage  is 
free  when  you  retire...  regardless  of  your  age.) 

• Join  us  your  first  year  out  of  school  and  save  75%. 
Save  50%  your  second  year,  25%  your  third. 

• Group  practice  members  are  eligible  to  receive 
substantial  credits. 


cm 

For  All  the  Commitments  You  Make® 


To  find  out  how  you  can  benefit  from  the  Physicians 
Protector  Plan,  contact  the  independent  agents  listed 
below  or  call; 

1-800-352-9218 

KT  & D,  Inc. 

Kevin  P.  Brady,  CIC,  Vice  President 
Wilmington,  Delaware 
1-800-942-4583 

PLI/Zutz,  Inc. 

Frank  T.  ^'Tiarton,  Vice  President 
Wilmington,  Delaware 
(302)  658-8000 


PHUphni' 

The  Physicians  Protector  Plan®  is  a trademark  of  Poe  & Brown,  Inc.,  Tampa,  Florida,  and  is 
underwritten  by  the  Continental  Casualty  Company  and  National  Fire  Insurance  Company  of 
Hartford,  two  of  the  CNA  Insurance  Companies. 


First  State  Orthopaedics 
IS  Pleased  to  Announce  the  Opening  of 
Our  4th  Location  to  Better  Serve  You... 


THE  HEALTHCARE  CENTER 
AT  BRANDYWINE 

(Across  From  Brandywine  High  School) 

Foulkstone  PlAza  • 1401  Foulk  Road 
Wilmington,  DE  19803 


P H Y S 


C I A N S 


Michael  J.  Axe,  m.d. 
Alex  B.  Bodenstab,  m.d. 
Stephen  L.  Hershey,  m.d. 


John  T.  Hogan,  m.d. 
William  A.  Newcomb,  m.d. 
Brent  R.  Noyes,  m.d. 
Leo  W.  Raisis,  m.d. 


Bruce  J.  Rudin,  m.d. 
David  T.  Sowa,  m.d. 
Robert  A.  Steele,  m.d. 


S E R V 


C E S 


Bone/Joint  Surgery 
Sports  Injury  Care 
Arthroscopic  Surgery 


Fracture  Care 
Spine  Surgery 
Joint  Replacement 


Hand/Micro  Surgery 
Foot/Ankle  Surgery 
X-Ray  Facilities 
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Taking  Care  of  Delaware 
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4 CONVENIENT  LOCATIONS:  PIKE  CREEK, 
MIDDLETOWN,  NEWARK  & BRANDYWINE 


(302)  731-2888 


Serving  Your  Friends  & 
Neighbors  in  Maryland  Since  1 982 


Delmarva  Health  Plan 


Licensed  in  Delaware  & Maryland 

Offering  Progressive  HMO  Products 
FOR  Groups  & Individuals 

For  information  on  how  to  become  a participating  DHP  provider 
call  the  Provider  Services  Department: 

(800)  334-3427,  ext.  146 

or  \Afflte: 

Delmarva  Health  Plan 
P.O.  Box  2410 
Easton,  MD  21601 
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Proceedings  of  the  House  of  Delegates,  1994 

Part  I 


The  205th  Annual  Meeting  of  the  House  of 
Delegates  of  the  Medical  Society  of  Delaware 
was  called  to  order  at  the  Delaware  Academy  of 
Medicine  Building,  Wilmington,  Delaware,  on 
Friday,  November  18,  1994,  at  1:30  p.m.  by 
Thomas  J.  Maxwell  MD,  President,  Medical 
Society  of  Delaware,  presiding. 

A quorum  was  declared. 

A motion  was  made,  seconded,  and 
approved  to  adopt  the  Proceedings  of  the  1993 
session. 

The  session  included  remarks  by  Robert  E. 
McAfee  MD,  President  of  the  American 
Medical  Association;  recognition  of  other 
special  guests  and  past  presidents  of  the 
Medical  Society  of  Delaware  who  were  present; 
reports  of  the  Reference  Committees;  Dr. 
Maxwell’s  address  as  President  of  the  Medical 
Society  of  Delaware;  and  the  report  of  the 
Nominating  Committee. 

Dr.  Maxwell  called  upon  Roger  B.  Thomas, 
Jr.,  MD,  Speaker  of  the  House  of  Delegates,  to 
preside  during  the  reports  of  the  Reference 
Committees. 

Reports  of  the  Officers 

Report  of  the  President 

Not  surprisingly,  the  major  portion  of  the 
Medical  Society  of  Delaware’s  efforts  this  year 
was  spent  in  the  political  arena.  Other  areas 
with  significant  Society  commitment  included 
physician  advocacy;  a redefining  of  Medical 
Society  of  Delaware  Insurance  Services 
(MSDIS)  and  its  future  roles;  education  and 
services  to  help  physicians  deal  with  managed 
care;  modernization  and  upgrading  of  comput- 
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ers  and  phone  systems;  AMA  activities;  and 
basic  membership  support  services.  The 
individual  committee  reports  cover  many  of 
these  topics  in  detail,  and  I encourage  you  to 
read  those  reports. 

LEGISLATIVE  AND  POLITICAL  ACTIVITY 

Advanced  Practice  Nursing  Bill 

The  Board  of  Trustees  felt  strongly  enough 
about  this  issue  to  recommend  devoting  the 
effort  needed  to  change  the  direction  in  which 
this  bill  was  heading.  Significant  momentum 
had  been  built  nationally  and  locally  to  allow 
nurses  with  extra  training  to  essentially 
practice  medicine.  With  a semantic  sleight-of- 
hand,  the  Practice  of  Medicine  was  called 
Nursing,  and  many  legislators  and  editorial 
writers  jumped  on  the  bandwagon  in  the  spirit 
of  “reform.”  After  considerable  effort  and  many 
meetings,  a compromise  was  reached  and  the 
resulting  bill  passed  fairly  easily.  I believe  the 
compromise  bill  was  the  best  possible  given  the 
political  climate.  The  current  bill  should  avoid 
most  of  the  potential  problems  of  a more  liberal 
statute.  With  our  support,  physician’s  assis- 
tants had  a similar  bill  passed  but  one  that  does 
not  seek  independent  practice. 

Ad  Hoc  Committee  on  Health  Care  Reform 

The  initial  impetus  for  this  committee  came 
when  Senator  Biden  asked  for  an  analysis  of 
the  planned  Health  Security  Act  (HSA), 
whenever  it  was  made  public.  While  waiting 
for  the  Clinton  plan,  the  committee  developed  a 
health  reform  plan  for  Delaware.  At  this  time 
last  year,  worries  about  the  HSA  were  peaking, 
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and  the  committee  turned  to  analysis  of  it.  Dr. 
Stephen  R.  Permut  and  the  committee  devoted 
considerable  time  and  energy  reviewing  the 
plan  and  writing  detailed  analyses  of  each 
section,  which  were  then  summarized  and 
presented  to  our  congressional  delegation.  It  is 
my  belief  that  similar  actions  by  concerned 
physicians  across  the  country  played  a major 
role  in  forcing  Congress  to  slow  down  and 
critically  evaluate  the  Health  Security  Act. 

Our  reform  plan  was  merged  with  ideas 
from  the  Association  of  Delaware  Hospitals 
(ADH),  and  the  combined  MSD/ADH  Reform 
Plan  was  adopted  by  our  House  of  Delegates 
last  November.  Creating  this  plan  developed  a 
consensus  among  various  specialties  here  in 
Delaware  allowing  us  to  address  the  issue  of 
health  system  reform  in  a consistent  and 
logical  nmnner.  Although  I suspect  most  of  the 
committee  had  not  read  the  AMA’s  Health 
Access  America  reform  proposal,  it  is 
interesting  that  the  two  plans  are  remarkably 
similar.  The  combined  MSD/ADH  plan  was 
presented  in  various  forums  around  the  state 
includitig  the  Delaware  Health  Care  Commis- 
sion (DHCC).  The  reform  plan  presented  by  the 
DHCC  to  Governor  Carper  has  many 
important  points  nearly  identical  to  those  in 
the  MSD/ADH  plan,  a validation  of  the  time 
spent  by  MSD  on  this  project. 

Public  Laws/Legislative 
Action  Committee 

We  were  not  able  to  modify  the  Optometric  Bill 
to  our  satisfaction.  As  written,  it  will  allow 
optometrists  fairly  broad  authority  and  loose 
supervision  to  prescribe  a number  of  medica- 
tions. Because  of  our  demonstrated  interest  in 
protecting  Delawareans  from  potentially 
harmful  prescribing  practices,  the  Governor 
has  expressed  interest  in  expanding  the  “Joint 
Practice  Committee”  concept  (developed  to 
oversee  prescribing  by  APNs)  to  other  limited 
license  practitioners  who  wish  to  prescribe 
medications. 

Throughout  the  year  meetings  were  held 
with  state  legislators  as  well  as  Governor 
Carper  and  Secretary  Nazario.  We  continue  to 
meet  regularly  with  Senators  Roth  and  Biden 
and  Representative  Castle. 
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MEDICAL  SOCIETY  OF  DELAWARE 
INSURANCE  SERVICES 

Initially  begun  to  provide  malpractice 
coverage  during  a period  of  diminishing 
availability,  MSDIS  proved  to  be  a source  of 
income  to  the  Society,  keeping  our  dues  in  the 
lowest  quintile  of  the  country.  As  more 
companies  made  malpractice  available,  local 
insurance  brokers  began  siphoning  off  mem- 
bers. The  reasons  varied,  but  the  result  was 
lost  revenues  for  our  Society  and  a decrease  in 
the  value  of  our  “book  of  business”  should  we 
wish  to  sell  the  insurance  subsidiary.  To 
evaluate  our  position  and  help  define  our  role, 
we  hired  a consultant  to  analyze  MSDIS  and 
make  recommendations.  For  multiple  reasons 
discussed  by  the  MSDIS  and  MSD  Boards,  we 
have  decided  to  remain  and  actually  become 
more  active  in  malpractice  insurance. 

The  most  suitable  option  is  a joint  venture 
with  an  established  broker  in  Delaware.  If 
structured  properly,  this  will  allow  us  to  have  a 
dependable  and  potentially  growing  revenue 
stream  and  maintain  control  over  the  quality 
and  other  critical  aspects  of  malpractice 
insurance.  This  joint  venture  will  permit 
MSDIS  to  focus  on  marketing  and  have  the 
experience  and  expertise  of  our  joint  venture 
partner  in  business  matters.  The  joint  venture 
will  also  allow  physicians  to  obtain  all  their 
insurance  needs  through  one  source,  with  the 
Society  now  sharing  in  commissions  that 
otherwise  go  entirely  to  brokers. 

MSD  has  been  the  source  of  health 
insurance  for  many  members.  It  made  sense  to 
move  this  insurance  function  over  to  MSDIS. 
The  number  of  options  for  health  insurance  has 
been  broadened  and  the  premiums  lowered. 
The  potential  for  income  from  these  commis- 
sions is  also  significant,  again  enhancing  the 
revenue  stream  to  MSD.  If  approved  by  the 
House  of  Delegates,  we  can  create  entities  that 
will  allow  us  to  broker  health  insurance  to 
other  professional  organizations,  providing  yet 
another  source  of  income  to  our  Society. 

In  today’s  environment,  the  need  for  an 
umbrella  organization  for  all  physicians 
cannot  be  overemphasized.  As  our  members 
face  increasing  overhead  and  decreasing 
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reimbursement,  it  is  imperative  that  MSD 
dues  be  kept  to  a minimum  (or  even  reduced  if 
MSDIS  income  rises).  The  success  of  MSDIS 
will  allow  our  Society  to  maintain  a strong 
voice  for  physicians  in  Delaware.  Bill  Duncan 
should  be  congratulated  for  this  tremendous 
effort  on  behalf  of  MSD  physicians. 

MANAGED  CARE  ACTIVITIES 

Your  Society  recognizes  the  growth  of 
“managed  care”  is  inevitable,  and  perhaps, 
desirable.  However,  there  are  aspects  we  find 
objectionable  and  will  do  whatever  is  required 
to  change  these  parts.  When  managing  “care” 
becomes  managing  “profits,”  when  credentialing 
changes  from  evaluation  of  training  and 
quality  of  practice  to  “economic  credentialing,” 
when  specialists  are  limited  as  a means  of 
control  rather  than  because  of  over  supply  - 
these  are  areas  we  find  objectionable  and  will 
fight. 

Semi-annual  meetings  have  been  held  with 
Blue  Cross  Blue  Shield  for  a number  of  years. 
This  past  year  additional  informal  meetings 
have  been  held.  Despite  these  meetings,  we 
were  as  surprised  by  the  structure  of  the  new 
contract  as  our  membership.  There  have  been 
several  meetings  following  release  of  their 
contract,  seeking  revisions  and  clarifications.  I 
am  pleased  to  report  that  you  will  soon  receive 
information  that  should  favorably  assist  you  in 
contract  negotiations  with  Blue  Cross  Blue 
Shield. 

MSD  members  sit  on  the  UM/QA  and 
Provider  Relations  Committees  of  Principal 
Health  Care  providing  physician  input.  MSD 
and  our  legal  counsel  sought  and  obtained  a 
change  in  Principal’s  Hn/cf  Harmless  clause.  It 
now  follows  suggested  AMA  guidelines. 

Meetings  have  been  held  with  Aetna  and 
DuPont  starting  in  1993  and  every  six  to 
twelve  weeks  this  past  year.  It  is  my  feeling 
that  Aetna  will  be  the  most  formidable  payor/ 
player  in  managed  care  in  Delaware,  and  a 
working  relationship  must  be  maintained. 

MSD  officers  meet  regularly  with  our 
Medicare  carrier,  PA  BC/BS.  We  also  interact 
with  PA  BC/BS  through  the  Carrier  Advisory 
Council.  MSD  was  active  in  the  suit  that  forced 
PA  BC/BS  to  rescind  their  attempt  to  recoup 
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laboratory  overpayments  to  Delaware  physi- 
cians. 

The  Society  has  begun  efforts  to  educate 
our  members  in  contract  evaluation,  especially 
managed  care  contracts.  This  is  coordinated 
through  the  Physicians’  Advocate  program. 
Resources  include  the  services  of  Jana  Siwek, 
video  and  audio  tapes,  books,  and  seminars. 
The  first  two  seminars  on  contract  evaluation 
were  held  October  29th  and  November  5th.  To 
further  aid  members,  generic  contract  evalua- 
tion by  experts  in  health  law  will  be  done  for 
major  managed  care  contracts. 

FACILITIES 

We  have  upgraded  virtually  all  our 
computers  to  486  models  and  installed  updated 
software.  Our  phone  system  has  been 
modernized  thanks  to  a DuPont-Merck 
incentive  pledge  for  our  successful  United  Way 
drive.  In  conjunction  with  the  Delaware 
Academy  of  Medicine  and  the  New  Castle 
County  Medical  Society,  we  are  looking  at 
systems  to  upgrade  our  audio-visual  capabili- 
ties and  move  CME  into  a more  interactive 
format. 

It  has  been  an  enjoyable  and  interesting 
year,  and  I look  forward  to  continuing  with  our 
Society  as  Past  President  and  activities  on 
several  committees. 

Thomas  J.  Maxwell  MD 
President 

The  report  was  filed  with  commendation. 

Report  of  the  President-Elect 

This  past  year  has  continued  to  be  an  active 
one  for  your  medical  society.  The  changes  that 
we  had  envisioned  a year  ago  to  occur  to  health 
system  reform  have  ground  to  a halt  at  the 
national  level.  It  seems  that  Congress  and  the 
President  are  at  odds  regarding  true  system- 
wide  reform  versus  incremental  changes. 
There  have  been  several  bills  passed  at  the 
state  level  which  the  Society  has  worked  hard 
to  modify  to  the  best  interests  of  our  patients. 

I have  attended  the  Board  of  Trustees’ 
monthly  meetings  and  those  of  the  Kent 
County  Medical  Society.  As  the  first  president- 
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elect  to  come  out  of  Kent  County  in  13  years,  it 
has  been  my  pleasure  and  an  honor  to 
represent  my  fellow  physicians. 

I have  continued  to  serve  on  the  Ad  Hoc 
Committee  on  the  Clinton  Health  Plan  and  on 
the  Association  of  Delaware  Hospitals-Medical 
Society  of  Delaware  Work  Group  as  we  have 
made  numerous  presentations  of  our  joint 
proposal.  In  December  of  1993  I spoke,  along 
with  Representative  Michael  Castle,  to  a town 
meeting  at  Delaware  State  University.  That 
same  day  we  presented  our  joint  proposal  to 
Governor  Carper  and  members  of  the 
Delaware  Health  Care  Commission.  Through- 
out the  year  there  were  follow-up  meetings 
with  the  commission,  with  Ernest  Dannemann 
(DelaCare),  and  with  the  major  insurance 
carriers  during  which  we  promoted  our  joint 
vision  of  health  system  reform. 

Through  quarterly  meetings  with  the 
management  groups  of  Blue  Cross,  Aetna/ 
DuPont,  the  State  Chamber  of  Commerce, 
Pennsylvania  Blue  Shield  (Medicare  Carrier), 
and  Carmen  Nazario  (secretary  of  Health  and 
Social  Services),  we  have  kept  open  dialogue  on 
issues  that  affect  our  members.  We  have  been 
able  to  modify  some  of  their  procedures  and 
continue  to  bring  to  them  the  problems  and 
concerns  of  our  members. 

I have  served  on  the  Delaware  Foundation 
for  Medical  Services  (VIP)  and  the  Medical 
Education  Foundation.  These  new  organiza- 
tions have  brought  Medicaid  patients  together 
with  physicians  and  helped  secure  funding  for 
our  CME  and  Physicians’  Health  Program. 

On  the  legislative  front  I was  able  to  play  a 
small  part  in  securing  a compromise  Nurse 
Practitioner  Bill.  The  final  bill  places  a Joint 
Practice  Committee  under  the  Board  of 
Medical  Practice.  Thanks  should  go  to  Jorge 
Pereira-Ogan,  Philip  Corrozi,  Steve  Permut, 
and  Tom  Maxwell.  In  the  final  days,  a bill  to 
allow  physician  assistants  to  prescribe  under 
their  current  physician  supervision  was  also 
passed.  Our  efforts  to  limit  the  prescribing 
practice  of  optometrists  failed  this  year. 

Our  Board  of  Trustees  has  decided  to 
continue  our  participation  in  the  HealthCare 
Providers  Association  of  Delaware  though  at  a 
lower  level  of  financial  support.  This  new 
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organization  has  the  potential  to  educate  the 
public  and  our  governmental  officials  on  health 
care  issues.  Steve  Permut  continues  to  serve  as 
a regular  board  member,  and  the  Medical 
Society  of  Delaware  has  been  allowed  to 
nominate  another  physician  to  serve  on  a year- 
to-year  basis.  Tom  Maxwell  has  nominated  me 
to  serve,  and  I am  awaiting  confirmation  from 
the  HCPAD  board. 

I have  traveled  on  many  occasions  to 
represent  the  MSD  at  both  state  and  national 
meetings.  At  the  National  Leadership  Confer- 
ence in  San  Francisco  in  February,  I accepted 
on  behalf  of  the  MSD  an  award  recognizing  our 
19th  year  of  increasing  membership  in  the 
AMA.  I attended  the  Med-Chi  annual  meeting 
in  Hagerstown,  Maryland,  in  May,  at  which 
time  the  Med-Chi  Insurance  Company  formed 
a statewide  physician-owned  IPA.  I joined 
AMA  delegates  Permut  and  Chavin  at  my  first 
AMA  annual  meeting.  As  your  president-elect, 
I was  on  the  podium  as  AMA  president  Bob 
McAfee  was  inaugurated.  The  annual  meeting 
in  Chicago  is  a time  when  our  delegation  can  be 
influential.  I have  recommended  that  we 
sponsor  sending  our  full  delegation,  including 
our  alternates.  In  this  way  we  can  effectively 
attend  all  the  committee  hearings  and  better 
represent  our  membership.  I will  be  attending 
the  Pennsylvania  Medical  Society  annual 
meeting  in  late  October.  I have  found  that  our 
neighboring  states  have  many  of  the  same 
concerns  with  health  care  system  reform  and 
managed  care  pressures  that  are  becoming 
daily  hassles  to  us  all. 

I look  forward  to  the  challenge  of  the  year 
to  come.  It  has  been  a pleasure  to  have  served 
the  Society  these  past  two  years.  I am 
impressed  by  the  caliber  of  those  physicians 
working  hard  for  your  Society  and  hope  that  I 
can  continue  in  their  footsteps. 

Michael  J.  Bradley  DO 
President-Elect 

The  report  was  filed. 

Report  of  the  Vice  President 

Your  officers  have  represented  the  Medical 
Society  in  interactions  with  the  government. 
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including  Senator  Biden  and  periodic  meetings 
with  the  secretary  of  Health  and  Human 
Services,  with  the  AMA  leadership,  and  at 
various  functions  in  the  community.  I 
represented  the  President  at  meetings  such  as 
the  Organization  of  State  Medical  Association 
Presidents  in  Chicago  and  the  State  Pharma- 
cists’ Annual  Meeting.  I represented  the 
Medical  Society  in  the  media  regarding  health 
systems  reform. 

It  has  been  a privilege  to  serve  as  Vice 
President  over  the  past  year,  and  I look 
forward  to  continued  activity  in  the  year  to 
come  and  extend  to  all  my  best  wishes  for  a 
happy,  healthy,  and  productive  year  ahead. 

Carol  A.  Tavani  MD 
Vice  President 

The  report  was  filed. 


A complete  report  of  the  Proceedings  of  the 
1994  House  of  Delegates  will  appear  in  the 
January  1995  and  February  1995  issues  of  the 
Delaware  Medical  Journal.  The  report  will 
also  be  on  file  in  the  office  of  the  State  Medical 
Society. 

Greg  R.  Pahnke  MD 
Secretary 

The  report  was  filed  with  the  following 
update:  As  of  November  18, 1994,  member- 
ship in  the  New  Castle  County  Medical 
Society  includes  748  dues  paying  mem- 
bers and  109  affiliate  members;  total 
membership  in  the  New  Castle  County 
Medical  Society  is  1,041;  and  the  total 
membership  in  the  Medical  Society  of 
Delaware  is  1,337  members.  This  is  a net 
increase  of  nine  members  over  1993. 


Report  of  the  Secretary 

The  Society’s  Board  of  Trustees  has  held  11 
meetings  during  the  past  year.  All  business 
transacted  by  the  Society  has  been  recorded  in 
the  minutes  as  presented  by  the  Secretary.  The 
Medical  Society’s  committees  have  also  held 
numerous  meetings  throughout  the  year,  and 
minutes  are  on  file  in  the  office  of  the  Society. 

A comparison  of  the  Society’s  membership 
in  1994  and  1993  follows; 


1994  Meniliei'shiD 

Dues- 

Dues- 

Pa  vine 

Excmot  Affiliates  Total 

Kent 

97 

19  ;i 

119 

New  Castle 

717 

1H4  7;i 

974 

Sus.sex 

144 

:io  4 

177 

9,'S« 

2;s;-!  79 

1,270* 

*As  of  11/1/94 

Figures 

do  not  include  74  pending 

applications. 

1994  Memhei  shit) 

Dues- 

Dues- 

Pa  vine 

Excmot  Affiliates  Total 

Kent 

9.5 

2;-i  .5 

12.4 

New  Castle 

74H 

191  9fi 

1,0.4.5 

Sussex 

i:-iH 

;ii)  4 

170 

979 

244  10.5 

l,:i28** 

**Figures  did 

not  include  seven  pending 

applications. 

Treasurer's  Report 

The  financial  statement  accompanying  this 
report  reflects  the  first  nine  months  of  activity 
for  the  1994  fiscal  year.  After  nine  months  of 
operations,  it  appears  as  though  fiscal  year 
1994  will  end  below  our  initial  budget 
projections;  however,  with  still  a significant 
deficit  of  $51,000.  The  following  budget  line 
items  are  worthy  of  special  note: 

Revenue 

1.  Membership  dues  collected  for  1994  are 
93.05  percent  of  budget.  This  is  due 
primarily  to  a change  in  policy  at  the  A.I. 
duPont  Institute,  which  has  decided  to  no 
longer  reimburse  Society  membership  for 
all  staff  physicians. 

2.  The  $40,000  administrative  fee  from  Phico 
was  received  again  this  year.  However, 
based  on  the  decreasing  number  of  Phico 
insureds  in  the  state  this  amount  will  be 
reduced  in  future  years.  The  amount 
budgeted  for  1995  is  $20,000. 
Non-budgeted  receipts  from  sales  of  the 
1994-95  roster  amount  to  over  $19,000  year 
to  date. 

Dividends  received  from  MSDIS  for  the 
1994  operating  budget  were  $75,000.  In 
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addition,  MSDIS  contributed  $10,000  to 
both  the  Delaware  Foundation  for  Medical 
Services,  Ltd.  and  the  Delaware  Medical 
Education  Fund,  Ltd. 

Expenses 

1.  Personnel  expenses  are  slightly  under 
budget  for  the  year. 

2.  The  legal  counsel  line  item  is  over  budget 
due  to  increased  legal  expenses  associated 
with  managed  care  contract  evaluations 
performed  as  part  of  the  Physicians’ 
Advocate  program. 

3.  Several  overhead  expense  items  such  as 
office  space,  telephone,  and  printing  are 
over  budget  due  to  increased  levels  of 
activity. 

4.  The  newsletter  is  also  over  budget  due  to  a 
higher  than  anticipated  page  count  and 
printing  costs. 

5.  We  have  reduced  the  dues  to  the  Delaware 
Health  Care  Providers  Association  to 
$5,000,  which  is  a saving  of  $10,000. 

6.  The  total  cost  of  printing  the  1994-95  roster 
is  included  in  this  financial  statement 
although  much  of  the  revenue  to  offset 
these  costs  will  not  be  realized  until  the 
fourth  quarter  of  1994  and  1995. 

7.  We  have  paid  $4,000  to  Watson  Associates, 
Inc.  for  the  Phase  One  Evaluation 
regarding  the  future  of  MSDIS. 

8.  CME  expenses  are  decreased  as  two 
hospitals  dropped  out  of  the  program. 

It  should  be  noted  that  we  had  hoped  to 
increase  revenue  with  contributions  to  our  two 
foundations;  however,  this  did  not  materialize 
in  significant  fashion.  Hopefully,  this  will 
improve  for  1995. 

Many  thanks  and  appreciation  go  to  all  the 
staff,  especially  Mr.  Mark  Meister,  for  the  help 
I have  received  in  daily  operations  as  well  as 
compilation  of  the  figures  and  data  that  were 
necessary  during  the  year. 

Garth  A.  Koniver  MD 
Treasurer 

The  report,  which  includes  the  accompa- 
nying documents  that  follow  (1994 
Treasurer’s  Report  as  of  September  30, 
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1994;  Independent  Auditors’  Report  and 
Medical  Society  of  Delaware  and  Subsid- 
iary Consolidating  Balance  Sheet),  was 
filed  with  the  correction  that  the 
projected  deficit  for  the  1994  budget  has 
been  reduced  to  $41,469  and  the  following 
comments: 

1.  The  committee  would  like  to  emphasize 

that  the  MSDIS  contribution  to  the 
Society  for  1994  is  $85,000,  which  is 
approximately  $85  per  dues  paying 
member  of  the  Society. 

2.  The  committee  recommends  that  more 

detailed  financial  reports  be  made  by 
the  Delaware  Medical  Education 
Foundation  and  Delaware  Founda- 
tion for  Medical  Services  in  their 
future  reports  to  this  Society. 

Kent  County  Medical  Society 

This  year  has  been  an  active  year  for  the  Kent 
County  Medical  Society.  We  have  seen  several 
changes.  As  of  November  1,  1994,  there  are  97 
active  members  from  the  county,  19  on  dues- 
exempt  status,  three  affiliate  members,  and 
there  are  four  new  members  pending  approval 
at  the  next  meeting.  Ten  new  members  were 
elected  to  the  society  over  the  past  year. 

On  January  1,  1994,  a new  slate  of  officers 
took  office  with  the  early  retirement  of  Dr. 
Arellano  as  president.  They  are  Joseph  F. 
Rubacky  III  DO,  president;  Donald  Doran  DO, 
vice  president;  Gertrude  Findley-Christian 
MD,  treasurer;  and  Brian  Walsh  DO, 
secretary. 

The  trustees  for  the  past  year  have  been 
Joseph  F.  Rubacky  III  DO;  Donald  Doran  DO; 
and  past  president,  Stephen  Cooper  MD.  The 
same  slate  of  trustees  is  nominated  for  this 
year.  In  addition  from  Kent  County,  Michael 
Bradley  DO,  has  served  as  president-elect  of 
the  Medical  Society  of  Delaware  and  is 
nominated  for  the  office  of  president  at  this 
coming  meeting.  Martin  Begley  MD,  also  from 
Kent  County,  has  been  nominated  for  the  office 
of  secretary  of  the  Medical  Society  of  Delaware. 

The  Kent  County  Medical  Society  has  also 
increased  its  activities  in  other  ways.  In 
September,  a monthly  executive  committee 
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1 994  BUDGET 

ACTUAL 

PERCENT 

REVENUE 

ALL  PROGRAMS 

AS  OF  9/30 

OF  BUDGET 

MEMBERSHIP 

$299,598.00 

$278,769.55 

93.05% 

SERVICES 

69,01  5.00 

84,076.84 

121.82% 

INTEREST/DIVIDENDS 

85,000.00 

94,18265 

11080% 

CONTRIBUTION 

17,500.00 

354  26 

202% 

ADVERTISING 

93.831  96 

65,641.92 

69  96% 

SUBSCRIPTIONS 

1 3,839  00 

9,085  83 

65.65% 

CONTINUING  MEDICAL  EDUCATION 

33,600.00 

16,32375 

48.58% 

ANNUAL  MEETING 

50,000.00 

0.00 

0.00% 

FUND  TRANSFER 

70,000.00 

36,153.45 

51.65% 

TOTAL  REVENUE 

$73238396 

$584,588.25 

79.82% 

1 994  BUDGET 

PERCENT 

EXPENSES 

ALL  PROGRAMS 

ACTUAL 

OF  BUDGET 

PERSONNEL 

$375,883.43 

$259,043.28 

68.92% 

BOARD/COMMITTEES 

16,888.00 

10,586  44 

6269% 

INSURANCE 

5,90260 

4,879.00 

8266% 

PRESIDENTS  HONORARIUM 

25,000.00 

18,749.97 

75.00% 

PHYSICIANS'  ADVOCATE 

30,000  00 

16,530  00 

55.10% 

MEDICAL  DIRECTOR 

25,000.00 

18,749.97 

75.00%] 

FUND  RAISING  CAMPAIGN 

10,000.00 

0.00 

0.00% 

LEGAL  COUNSEL 

12,529.98 

1 1 ,079  68 

88.43% 

ACCOUNTING/AUDIT 

9,100.00 

6,850.00 

75.27% 

PUBUC  RELATIONS 

37,400.00 

25,680.55 

68.66% 

OFFICE  SPACE 

22830.00 

1 3,1  81 .00 

57.74% 

DOVER  OFFICE 

4,500.00 

3,334.59 

74.10% 

OFFICE  SUPPUES 

4,000.00 

1,969.43 

49  24% 

TELEPHONE 

9,800.00 

6,48267 

66.15% 

POSTAGE 

20,600.80 

17,455  55 

84.73% 

PRINTING 

56,97263 

47,546.41 

83.45% 

PHOTOCOPY 

6,170.01 

3,901.59 

63.23% 

EQUIPMENT 

6,100.01 

6,786.35 

1 1 1 .25% 

ACCREDITED  CME 

1 7,000.00 

5,053.42 

29.73% 

NON  ACCREDITED  CME 

6,000.00 

7258 

1.21%j 

ANNUAL  MEETING 

46,000.00 

0.00 

0 00% 

TRAVEL 

1 9,200.00 

16,133.12 

84.03% 

NEWSLETTER 

3,500.00 

5,391.77 

154  05% 

DUES/CONTRIBUTIONS 

1 7,750.00 

7,785.50 

43.86% 

SUBSCRIPTIONS 

600.00 

45227 

75.38% 

AUXlUARY 

3,500.00 

3,500.00 

100.00% 

DMJ  DUES  EXEMPT 

2360.00 

3,560.00 

150.85% 

PHYSICIAN  HEALTH  PHONE 

750.00 

629.04 

83.87% 

EMPLOYEE  RECRUITMENT 

450.00 

0.00 

0.00% 

ROSTER 

0.00 

23,623.69 

- 

MISCELLANEOUS 

650.00 

4,761 .96 

73261% 

TOTAL  EXPENSES 

$796,437.46 

$543,769.83 

68  28% 

SURPLUS  (DEFICIT) 

($64,053.50) 

$40,81  8.42 

Medical  Society  of  Delaware  1994  Treasurer’s  Report  as  of  September  30,  1994 
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CASH 

CASH  IN  BANK 
PETTY  CASH 

$9,113.65 

133.8 

TOTAL  CASH 

$9,247.45 

SHORT  TERM  INVESTMENTS 
GENERAL  FUND 

NORTH  AMERICAN  BOND  TRUST 
OPERATING  ACCOUNT  (1994) 
GEN  FUND  DE  MED  JOURNAL 

$35,910.53 

105,120.14 

0.00 

16,387.71 

TOTAL  S.T.  INVESTMENTS 

$157,418.38 

LONG  TERM  INVESTMENTS 
COMPUVAL  (PORTFOLIO) 
GREENVILLE  (PORTFOLIO) 
GREENVILLE-BUILDING 
GREENVILLE-BENEVOLENCE 
GREENVILLE-MED  BENEFITS 

$112,933.34 

74,295.89 

280,819.29 

42,548.65 

20,903.80 

TOTAL  L.T.  INVESTMENTS 

$531,500.97 

INVESTMENT  ACCOUNT  DETAIL 
SEPTEMBER  30,  1994 

GREENVILLE 

ORIGINAL  INVESTMENT  $280,942.82 

INTEREST  8,596.23 

FEES  (7,675.00) 

CHANGE  IN  VALUE  * 136,703.58 

COMPUVAL 

$100,000.00 

9,614.54 

(3,347.47) 

6,666.27 

TOTAL 

$418,567.63 

$112,933.34 

* INCLUDING  UNREALIZED  GAINS 

FUND  ACCOUNT  BALANCES 
AS  OF  SEPTEMBER  30,  1994 

PRINCIPAL  HEALTH  CARE 

$250,716.88 

FOUNDATION  ACCOUNT  BALANCES 
AS  OF  SEPTEMBER  30,  1994 

DELAWARE  MEDICAL  EDUCATION  FOUNDATION 
DELAWARE  FOUNDATION  FOR  MEDICAL  SERVICES 

$27,534.99 

$65,920.50 

Banking,  Investment  and  Fund  Account  Balances  as  of  September  30,  1994 
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Independent  Auditors’  Report 

Board  of  Directors 

Medical  Society  of  Delaware  & Subsidiary 
Wilmington,  Delaware 

We  have  audited  the  accompanying  consolidated  balance  sheet  of  the  Medical  Society  of 
Delaware  & Subsidiary  (a  not-for-profit  organization)  as  of  December  31,  1993,  and  the  related 
consolidated  statements  of  revenue  and  expenses,  of  changes  in  fund  equity,  and  of  changes  in 
financial  position  for  the  year  then  ended.  These  financial  statements  are  the  responsibility  of 
the  Society’s  management.  Our  responsibility  is  to  express  an  opinion  on  these  financial 
statements  based  on  our  audit. 

We  conducted  our  audit  in  accordance  with  generally  accepted  auditing  standards.  Those 
standards  require  that  we  plan  and  perform  the  audit  to  obtain  reasonable  assurance  about 
whether  the  financial  statements  are  free  of  material  misstatement.  An  audit  includes 
examining,  on  a test  basis,  evidence  supporting  the  amounts  and  disclosures  in  the  financial 
statements.  An  audit  also  includes  assessing  the  accounting  principles  used  and  significant 
estimates  made  by  management,  as  well  as  evaluating  the  overall  financial  statement 
presentation.  We  believe  that  our  audit  provides  a reasonable  basis  for  our  opinion. 

In  our  opinion,  the  financial  statements  referred  to  above  present  fairly,  in  all  material 
respects,  the  financial  position  of  the  Medical  Society  of  Delaware  & Subsidiary  as  of  December 
31,  1993,  and  the  results  of  its  operation  and  its  changes  in  financial  position  for  the  year  then 
ended  iti  conformity  with  generally  accepted  accounting  principles. 

Our  audit  has  been  made  primarily  for  the  purpose  of  forming  the  opinion  stated  in  the 
preceding  paragraph.  The  additional  information  contained  in  this  report  is  presented  for 
purposes  of  additional  analysis  and  is  not  a required  part  of  the  basic  financial  statements.  Such 
information  has  been  subjected  to  the  auditing  procedures  applied  in  the  audit  of  the  basic 
financial  statements  and,  in  our  opinion,  is  fairly  stated,  in  all  material  respects,  in  relation  to 
the  financial  statements  taken  as  a whole. 

Haggerty  & Haggerty 
Certified  Public  Accountants 

April  2U,  1994 
Wilmington,  Delaware 


meeting  was  instituted  to  perform  many 
housekeeping  duties.  In  addition,  it  is  hoped 
that  this  committee  will  be  able  to  keep  all  the 
members  apprised  of  the  many  changes 
happening,  especially  with  health  care  reform. 

The  four  regularly  scheduled  full  member- 
ship county  meetings  were  held  and  well 
attended.  The  February  meeting  was  post- 
poned until  March  due  to  a vicious  snow  and 
sleet  storm  that  crippled  Kent  County.  The 
March  program  included  a tour  of  the  General 
Foods  plant  in  Dover  and  a presentation  on 
General  Foods’  strong  program  in  preventing 
work-related  injuries.  At  our  spring  meeting  in 
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May,  F.  X.  Hughes  MD,  was  the  guest  speaker. 
He  gave  an  outstanding  speech  on  health  care 
reform.  As  usual,  to  the  delight  of  all  our 
members,  our  crab-fest  was  held  at  our  August 
meeting  at  Sambo’s.  Our  November  meeting  is 
slated  for  November  16,  1994,  and  Judge 
Poppiti  will  be  speaking  on  domestic  violence, 
which  is  the  number  one  issue  this  past  year  of 
many  health  care  organizations,  including  the 
American  Medical  Association  and  the  Ameri- 
can Academy  of  Family  Practice. 

This  has  been  an  eventful  year  with  health 
care  reform.  A special  full  meeting  of  the  Kent 
County  Medical  Society  was  held  in  October 
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with  the  special  guest  speaker,  Congressman 
Michael  Castle,  addressing  the  Kent  County 
Medical  Society  on  where  he  felt  health  care 
reform  would  go  in  the  next  year  since 
Congress  had  adjourned.  I believe  all  members 
felt  this  to  be  a very  fruitful  meeting  that  left 
them  with  some  positive  feelings.  We  would 
like  to  thank  Phil  Corrozi  and  Mark  Meister  for 
their  help  in  arranging  this  special  meeting  for 
our  members. 

Other  issues  the  Kent  County  Society  is 
working  on  are  the  Physicians’  Advocate 
program  and  the  Contract  Review  Services 
through  the  Medical  Society  of  Delaware.  The 
Kent  County  Medical  Society  has  voted  to  pay 
$1,000  next  year  to  allow  all  members  of  the 
Kent  County  Medical  Society  to  participate  in 
the  Medical  Society  of  Delaware  Contract 
Review  Service.  In  addition,  the  Kent  County 
Medical  Society  has  also  voted  $1,000  to  be 
contributed  towards  supportive  scholarships 
for  physicians’  office  staff  to  attend  programs 
presented  through  the  Physicians’  Advocate 
program  of  the  Medical  Society  of  Delaware. 
We  are  awaiting  confirmation  from  the 
Medical  Society  of  Delaware  that  this  has  been 
accepted.  We  expect  it  will  be  accepted. 

Our  most  recent  treasurer’s  report  showed 
a balance  of  $21,042.15.  The  treasurer.  Dr. 
Findley-Christian,  is  investigating  placing 
some  of  this  money  in  CDs  or  money  market 
funds  to  bear  some  interest. 

The  biggest  problem  in  the  delivery  of 
health  care  in  Kent  County  remains  the 
shortage  of  primary  care  physicians.  The  A.I. 
duPont  Pediatric  Clinic  has  been  up  and 
running  for  the  past  year  and  is  working  well. 
However,  there  continues  to  be  a significant 
need  for  primary  care  physicians,  especially 
general  internists  and  family  physicians,  in 
Kent  County.  Kent  General  Hospital  is 
actively  helping  to  recruit  them. 

To  help  expand  comprehensive  medical 
services,  Kent  General  Hospital  has  been  in  an 
active  building  program.  It  has  started  to  build 
a new  outpatient  rehab  center  and  a new 
outpatient  service  center.  In  addition,  a free- 
standing psychiatric  facility  is  in  the  process  of 
constructio?!  by  Kent  General  Hospital,  and  it 
is  hoped  that  it  will  be  open  within  the  year. 
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This  will  include  not  only  comprehensive 
psychiatric  programs,  but  also  comprehensive 
drug  and  alcohol  rehabilitation  programs. 

In  summary,  the  Kent  County  Medical 
Society  has  had  a fruitful  year  as  it  continues  to 
grow  and  expand  its  services,  while  maintain- 
ing a sound  financial  footing.  The  society 
wishes  to  thank  two  of  its  own  members  for 
accepting  nominations  to  state  executive 
positions,  specifically  Michael  Bradley  DO  for 
president  and  Martin  Begley  MD,  for 
secretary.  We  are  looking  forward  to  an  even 
more  successful  year. 

Joseph  F.  Rubacky  III  DO 
President 

The  report  was  filed. 

New  Castle  County  Medical  Society 

The  New  Castle  County  Medical  Society  held 
two  regular  membership  meetings,  a joint 
meeting  with  the  Delaware  Society  of  Internal 
Medicine  and  the  Delaware  Academy  of  Family 
Physicians,  plus  a Candidates’  Night  cospon- 
sored with  the  Medical  Society  of  Delaware. 
Topics  included  the  Medical  Society  of 
Delaware’s  Health  Care  Reform  Plan,  man- 
aged care  contracts,  an  update  on  legislative 
issues,  and  the  political  forum. 

Dr.  Stephen  Permut  presented  a program 
on  the  Medical  Society  of  Delaware’s  Health 
Care  Reform  Plan  for  Delaware.  He  gave  a 
brief  history  of  the  plan’s  development, 
including  an  explanation  of  the  Society’s 
cooperative  involvement  with  the  Association 
of  Delaware  Hospitals.  Both  organizations 
thought  it  was  important  to  address  the  issues 
of  rising  health  care  costs  and  declining  access 
to  care.  Numerous  health  care  reform  plans 
were  reviewed,  and  key  segments  were 
identified  to  focus  on.  The  plan  was  then 
developed  with  recommendations  that  concen- 
trated on  improving  Delaware’s  health  care 
system. 

Victor  F.  Battaglia,  Esquire,  from  Biggs 
and  Battaglia,  informed  the  membership  about 
managed  care  contracts.  He  reviewed  the  basic 
information  physicians  should  know  before 
signing  any  managed  care  contract.  This 
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includes  the  organization’s  financial  status, 
billing  practices,  utilization  review  provisions, 
termination  clauses  plus  fee  and  payment 
schedules.  Most  of  this  information  is  on  file 
with  the  Office  of  Health  Facilities  Licensing 
and  Certification. 

Philip  J.  Corrozi,  legislative  specialist  for 
the  Medical  Society  of  Delaware,  presented  an 
update  on  the  activities  of  the  General 
Assembly.  Some  key  issues  discussed  this 
session  included  health  care  reform,  welfare 
reform,  gun  control,  slot  machines,  the  budget 
bill,  and  the  Clean  Air  Act.  He  told  the 
membership  how  to  effectively  contact  their 
legislators.  The  first  alternative  is  to  call  and 
talk  to  the  legislator  directly.  The  second 
option  is  to  write  a personal  letter;  do  not  send 
form  letters.  It  is  important  to  be  short,  concise, 
and  to  the  point  in  your  conversation  or 
correspondence  with  them.  He  also  gave  the 
members  some  insight  on  the  behind-the-scene 
negotiations  and  compromises  to  the  Nurse 
Practice  Act  and  Optometric  Bill. 

The  Society  cosponsored  a political  forum 
with  the  Medical  Society  of  Delaware.  All  of  the 
major  Republican  and  Democratic  candidates 
for  elected  offices  were  invited  to  give  their 
views  for  six-eight  minutes  and  to  respond  to 
questions.  These  included  representatives  for 
state  races  of  Auditor,  Treasurer  and  Attorney 
General  plus  federal  races  for  the  House  of 
Representatives  and  the  Senate. 

The  Board  of  Directors  and  Standing 
Committees  were  also  very  active  throughout 
the  year.  I would  like  to  express  my 
appreciation  to  the  Community  Affairs 
Committee,  chaired  by  Dr.  Joseph  Hacker,  the 
Professional  Conduct  Committee,  chaired  by 
Dr.  Richard  Winkelmayer;  and  the  Peer 
Review  Committee,  chaired  by  Dr.  Forrest 
Hawkins  for  their  work  during  the  past  year. 
Since  November  1993,  27  new  applicants  were 
reviewed  and  accepted  for  active  membership 
in  the  Society. 

Stephen  S.  Grubbs  MD 
President 

The  report  was  filed. 
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Sussex  County  Medical  Society 

The  Sussex  County  Medical  Society  convened 
for  its  1994  quarterly  meetings  in  January 
(Rehoboth  Beach),  April  (Milford),  July 
(Seaford),  and  October  (Rehoboth  Beach). 
These  meetings  allowed  officers  the  opportu- 
nity to  keep  members  abreast  of  some  of  the 
major  issues  facing  the  Board  of  Trustees  and 
allowed  membership  the  opportunity  to  discuss 
these  and  other  issues  facing  the  medical 
community  at  large.  Guest  speakers  made 
presentations  on  the  following  topics;  activities 
of  the  local  chapter  of  Habitat  for  Humanity, 
the  Medical  Society  of  Delaware’s  Physicians’ 
Advocate  program,  higher  education  financial 
aid  opportunities  and  planning  strategies,  a 
scholarship  fund  for  the  University  of 
Delaware’s  medical  technology  program. 
Members  and  guests  also  enjoyed  presenta- 
tions and  wine  tasting  provided  by  a local 
vineyard  and  a demonstration  of  hors 
d’oeuvres  preparation  by  the  chef  from  a 
popular  local  restaurant. 

During  the  October  meeting  members 
elected  officers  for  the  1995-1996  term. 

The  few  complaints  received  by  the  Society 
were  handled  at  the  local  level  by  the  Sussex 
County  Medical  Society’s  Executive  Commit- 
tee. 

Paul  E.  Howard  MD 
President 

The  report  was  filed  with  an  addendum 
announcing  the  newly  elected  officers: 
Harry  A.  Lehman  III  MD,  President; 
Richard  H.  Sherman  MD,  Vice  President; 
and  John  J.  DiBonaventure  DO,  Secre- 
tary-Treasurer. 

Representative  to  the  Delaware 
Academy  of  Medicine 

The  Academy’s  Consumer  Health  Library 
provides  the  public  with  access  to  current 
health  care  information  in  order  to  promote 
health  education.  The  library’s  resources 
include  books,  health  newsletters,  medical 
journals,  referral  sources,  and  clipping  files. 
During  the  past  year  the  Consumer  Health 
Library  filled  1,899  interlibrary  loan  requests. 
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and  staff  conducted  647  searches.  In  addition, 
Health  Reference  Center,  the  computerized 
database  supported  by  the  New  Castle  County 
Medical  Society  Alliance,  was  used  by  732 
individuals  to  conduct  their  own  literature/ 
subject  searches. 

Our  library  also  provides  a full  range  of 
services  to  members  including:  reference, 
computer  searching,  interlibrary  loan,  faxing, 
photocopying,  and  discounts  on  books  and 
journal  binding.  During  1993  the  library  filled 
12,949  interlibrary  loan  requests  and  per- 
formed 1,87 1 coniputer  searches.  The  Academy’s 
Circuit  Riding  Medical  Librarian  Program 
(CRML)  supplies  library  services  to  Milford 
Memorial  Hospital,  MeadowWood  Hospital, 
Riverside  Hospital,  HCA  Rockford  Center,  and 
St.  Francis  Hospital. 

Last  year,  the  Executive  Committee 
approved  the  formation  of  a History  Committee 
to  begin  collecting  memorabilia  associated  with 
the  history  of  medicine  and  dentistry  in 
Delaware.  The  History  Committee  is  chaired 
by  John  Levinson  MD  and  its  purpose  is  to 
collect,  preserve,  and  exhibit  historical 
memorabilia.  The  committee  has  been  actively 
soliciting  historical  donations,  identifying 
artifacts,  and  cataloging  our  historical  collec- 
tion. 

TEL-MED  remains  a popular  source  of 
information  on  medical,  dental,  and  other 
health-related  subjects.  Our  automated  tele- 
phone system  consists  of  over  400  tape- 
recorded  messages  and  averages  10,000  calls 
per  month.  TEL-MED  is  provided  as  a public 
service  statewide. 

Our  Student  Financial  Aid  Program 
provides  assistance  to  Delawareans  who  are 
pursuing  careers  in  medicine,  dentistry,  or 
allied  health  fields  through  a revolving  loan 
fund.  During  1994,  33  students  were  awarded 
$75,500  in  loans.  The  committee  also 
recommended  that  23  Delaware  students 
attending  Jefferson  Medical  College  receive 
$120,500  in  DIMER  funds  to  date. 

The  Academy  Bulletin,  our  quarterly 
newsletter,  was  published  to  inform  members 
and  organizations  about  our  programs  and 
services.  We  also  continue  to  produce  and 
distribute  our  monthly  calendar  of  Medical- 
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Dental  Meetings  in  Delaware.  The  calendar 
serves  as  the  only  comprehensive  listing  of 
continuing  education  for  physicians  and 
dentists  in  the  state. 

The  Academy’s  auditorium  and  conference 
center  were  used  extensively  by  the  medical 
and  dental  professions  for  meetings.  The 
Medical  Society  of  Delaware,  Medical  Center  of 
Delaware,  New  Castle  County  Medical  Society, 
and  the  Delaware  State  Dental  Society  were 
the  primary  users  of  the  meeting  facilities. 
However  the  facilities  were  also  used  by 
business,  civic,  and  non-profit  organizations. 

The  Executive  Committee  and  Board  of 
Directors  manage  the  Academy’s  operation 
and  activities  through  regular  meetings.  We 
would  like  to  thank  all  those  individuals  and 
organizations  who  supported  our  programs 
and  services  during  the  past  year. 

Leonard  P.  Lang  MD 
Representative 

The  report  was  filed. 

Report  of  the  Executive  Director 

The  reports  in  this  handbook  speak  to  the 
diverse  activities  of  a medical  society  in  an  age 
of  dynamic  change.  As  the  Medical  Society  of 
Delaware  celebrates  its  205th  Annual  Meeting, 
I cannot  help  but  think  of  the  circumstances 
surrounding  the  early  days  of  our  organization 
and  wonder  if  our  founding  fathers  could  have 
imagined  the  state  of  the  profession  as  we 
approach  the  mid-point  in  the  final  decade  of 
the  20th  century.  Our  Society  was  founded 
over  two  centuries  ago  to  meet  rather  unique 
needs  of  the  medical  profession  at  a specific 
time  in  our  nation’s  history.  Our  challenge 
today  is  to  remain  relevant  to  the  needs  of 
Delaware  physicians  as  those  needs  evolve. 

Major  strides  were  taken  this  past  year  to 
proactively  position  the  Society  in  helping  its 
members  rise  to  the  challenges  of  medicine’s 
future.  The  Delaware  Physicians’  Advocacy 
Program,  Physicians’  Advocate,  was  expanded 
from  a part  time,  contractual  basis  to  a full  time 
Society  staff  position.  The  Director  of  this  vital 
new  program,  Jana  L.  Siwek,  has  directly 
assisted  over  185  Society  members  this  year  on 
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issues  ranging  from  in-depth,  on-site  practice 
management  consulting  to  over-the-phone 
consultations  regarding  managing  receivables 
and  third  party  policies  and  procedures.  In 
addition,  Physicians'  Advocate  sponsored  five 
workshops  during  the  year  for  physicians’ 
office  staff  dealing  with  such  timely  topics  as 
avoiding  Medicare  fraud  and  abuse  and  legal 
aspects  of  perso?inel  issues.  Plans  for  1995  call 
for  an  even  more  aggressive  workshop 
schedule,  expanding  practice  management 
consultations  and  focusing  on  managed  care 
contracting  issues. 

Another  key  area  of  involvement  relating 
to  assisting  society  members  in  office  practice 
involves  the  activities  of  the  Subcommittee  on 
Physician  Office  Computerization  (SPOC).  As 
noted  in  Dr.  Cucuzzella’s  report  of  the  Long 
Range  Planning  Committee,  the  subcommittee 
organized  an  independent  work  group  com- 
prised of  the  key  industry  representatives 
dealing  with  the  issues  of  office  computeriza- 
tion and  electronic  data  interchange  of  claims, 
clinical  data  and  practice  management 
information.  Included  in  the  work  group  are 
representatives  from  major  Delaware  insurers 
and  third  party  payers,  hospital  and  laboratory 
providers,  as  well  as  a national  clearinghouse 
for  insurance  claims  data  and  a practice 
management  software  vendor.  The  work  group 
has  planned  an  aggressive  agenda  for  next 
year,  including  the  sponsoring  of  a major 
conference  on  physician  office  computeriza- 
tion, development  of  standards  for  electronic 
communication  of  physician  office  data  in 
Delaware  and  monitoring  the  development 
efforts  underway  in  the  state  for  the  creation  of 
a statewide  patient  record  repository  and 
network  for  electronic  communication  of 
health  care  data  and  information.  Through  the 
Society’s  involvement  in  this  important 
project,  the  various  requirements  of  Delaware 
physicians  will  be  represented  as  we  enter  an 
environment  of  total  electronic  communication 
in  Delaware’s  health  care  delivery  system. 

Although  the  epitaph  on  national  health 
reform  for  1994  has  been  written,  discussions 
of  T’eforming  the  health  care  system  continue  in 
Delaware.  Efforts  on  the  part  of  the  Delaware 
Health  Care  Commission  to  incrementally 
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address  several  major  components  of  reform 
will  figure  prominently  on  the  1995  agenda. 
For  example,  the  Commission  has  committed 
to  a major  project  of  studying  the  need  for 
reforming  Delaware’s  medical  malpractice  tort 
system  and  hopes  to  render  a report  and 
recommendations  to  the  General  Assembly  by 
April  of  1995.  The  Society  has  been  an  active 
participant  in  this  project  in  all  facets  of  its 
planning  and  development  and  is  integrally 
involved  in  monthly  meetings  of  the  DHCC 
Cost  Containment  Committee  as  this  work  is 
carried  out.  We  hope  this  process  will  clearly 
demonstrate  the  need  for  meaningful  reform 
and  that  such  reform  will  be  legislatively 
enacted  in  the  closing  session  of  the  137th 
General  Assembly.  The  Society  will  keep  all 
members  apprised  of  our  progress  in  the 
coming  months.  With  regard  to  more  general 
reform  issues,  such  as  access  to  coverage  for 
the  uninsured  and  financing  of  reform,  the 
Society  continues  to  meet  with  representatives 
of  the  Association  of  Delaware  Hospitals  to  find 
the  common  elements  of  support  and  will 
continue  to  take  the  lead  in  building  consensus 
for  moving  Delaware  forward  on  this 
important  topic.  The  Society’s  efforts  will 
ensure  that  reform  in  Delaware  remains 
sensitive  to  the  needs  of  your  patients  and  not 
merely  used  as  a bureaucratic  tool  for  arbitrary 
reductions  in  health  care  spending. 

While  I have  touched  on  only  a few  of  the 
more  central  issues  demanding  the  Society’s 
attention  and  resources,  the  ongoing  programs 
of  advocacy,  representation  and  education 
continue  as  referenced  throughout  this 
handbook.  These  are,  indeed,  dynamic  times, 
and  our  focus  must  be  on  anticipating  changing 
needs  in  a rapidly  changing  medical  environ- 
ment and  responding  with  programs  and 
services  to  help  our  members  meet  the 
increasing  demands  of  medical  practice. 
Accordingly,  the  entire  organization,  its 
leadership  and  staff,  is  committed  to  remaining 
relevant  to  the  profession  and  responsive  to  its 
individual  members. 

It  is  a genuine  privilege  to  serve  the  Society 
and  the  physicians  of  Delaware.  I consider 
myself  most  fortunate  to  serve  alongside  a 
dedicated  and  talented  staff  and  I wish  to 
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thank  them  for  their  support  and  fine  efforts  on 
your  behalf. 

Mark  A.  Meister 
Executive  Director 

The  report  was  filed  with  a commenda- 
tion to  Mr.  Mark  Meister  for  another  year 
well  done. 

Reports  of  the  AMA  Delegates 
The  report  from  the  1993  Interim  Meeting  of 
the  AMA  House  of  Delegates  was  published  in 
the  March  1994  issue  of  the  Delaware  Medical 
Journal.  The  report  from  the  1994  Annual 
Meeting  of  the  AMA  House  of  Delegates  was 
published  in  the  August  1994  issue  of  the 
Delaware  Medical  Journal. 

The  reports  were  filed  with  a posthumous 
commendation  to  Daniel  A.  Alvarez  MD  for  his 
years  of  service  and  a commendation  to  I.  Favel 
Chavin  MD  for  his  services  as  well. 

Reports  of  the  Elected  Committees 

Budget  and  Finance  Committee 

The  committee  met  two  times  this  year.  At  the 
first  meeting  in  August,  the  preliminary 
budget  projected  a fairly  significant  deficit.  It 
did  not,  however,  fully  take  into  account 
revenue  to  be  generated  as  part  of  the 
Physicians’  Advocate  program  or  the 
fundraising  potential  through  the  Society’s 
two  charitable  foundations.  In  addition, 
revenue  projections  were  trended  downward 
due  to  the  change  in  policy  at  the  Alfred  I. 
duPont  Institute  concerning  payment  for 
Medical  Society  membership.  The  staff  was 
charged  with  critically  evaluating  all  budget 
line  items  and  providing  assumptions  based  on 
decreases  in  as  many  line  items  as  possible. 

At  the  second  meeting  to  provide  a final 
budget  for  submission  to  the  Board  of  Trustees 
and  the  House  of  Delegates,  the  following 
budget  assumptions  and  changes  for  the  1995 
MSD  operating  budget  were  made  and  include 
the  following: 

1.  A cost  of  living  increase  in  membership 
dues  of  3 percent  (amounting  to  $10/ 
member)  is  included  in  the  proposed  1995 
budget. 
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2.  A change  in  the  MSDIS  fiscal  year  will 
result  in  an  additional  dividend  of  $40,000 
to  be  paid  to  the  Society  during  1994  for  the 
1995  budget.  This  is  in  addition  to  the 
$70,000  dividend  and  $10,000  contribution 
to  the  Delaware  Foundation  for  Medical 
Education  for  the  previous  fiscal  year. 

3.  Net  savings  as  a result  from  changes  in  the 
employee  fringe  package  is  estimated  to  be 
$13,500. 

4.  Other  line  item  decreases  in  expenses 
include  discontinuing  the  Dover  office  in 
July  1995,  decreases  in  the  equipment 
budget,  and  elimination  of  financial 
support  for  the  Health  Care  Providers 
Association  of  Delaware. 

5.  The  budget  assumes  maintaining  the 
$25,000  stipends  for  the  President  and 
Physicians  Health  Committee  Medical 
Director  and  an  additional  travel  allocation 
for  sending  alternate  delegates  to  the  AMA 
annual  meeting. 

6.  An  aggregate  cost  of  living  salary  increase 
of  3 percent  has  been  budgeted.  The 
committee  recommends  that  there  be  no 
change  in  the  dues/assessment  status  for 
nonactive  membership  categories  which 
include  Associate,  Life,  and  Affiliate 
members. 

Banking  and  Investment  Accounts 

Concerns  over  inflation  and  rising  interest 
rates  have  had  a dampening  effect  on  the 
investment  portfolio  this  past  year.  Last  year 
asset  appreciation  in  the  Greenville  and 
Compu/VAL  accounts  was  reported  to  be  57 
percent  and  16.7  percent  respectively.  Al- 
though the  results  for  this  year  show  a 
downturn  in  these  accounts,  the  annual  net 
asset  growth  in  our  investment  funds  has  still 
averaged  23  percent  for  Greenville  and  6 
percent  for  CompuA/AL  since  the  inception  of 
the  investments  in  1992. 

The  Society’s  short-term  investments  were 
also  negatively  impacted  by  current  market 
conditions.  Specifically,  the  Society’s  short- 
term moneys  in  excess  of  three  months 
operating  capital  were  invested  in  the  Dean 
Witter  Reynolds  Bond  Fund,  called  the  North 
American  Government  Income  Trust,  which 
was  earning  7.4  percent  at  the  time  of 
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investment.  A dramatic  rise  in  short-term 
interest  rates  in  February  and  a decline  in  the 
Mexican  peso  resulted  in  a decrease  of 
approximately  11  percent  in  the  price  per 
share.  We  have  sold  more  than  half  of  the 
original  investment  and  have  limited  our 
losses  in  this  fund  to  approximately  $11,000. 
Total  dividends  from  the  fund  of  $13,500  have 
offset  these  losses. 

I would  like  to  thank  the  staff,  especially 
Jean  Gayle  and  Mark  Meister  for  their  help  in 
daily  operations  as  well  as  budget  projections. 
Additionally,  many  thanks  go  to  the  commit- 
tee, especially  Anthony  L.  Cucuzzella,  William 
H.  Duncan,  Stephen  S.  Grubbs,  Edward  F. 
Quinn,  and  William  L.  Medford  for  their 
invaluable  contributions. 

Garth  A.  Koniver  MD 
Chairman 

The  report  was  adopted  with  the 
following  eorrection:  under  the  Adminis- 
trative Budget,  the  revenue  from  Inter- 
est/Dividends was  underestimated  and 
should  be  $125,000  (rather  than  $110,000) 
so  that  the  total  surplus  for  all  budgets  in 
1995  is  projected  to  be  $24,637. 

Committee  on  Ethics 

The  year  1994  was  a quiet  year  for  the 
Committee  on  Ethics  of  the  Medical  Society  of 
Delaware.  The  committee  was  not  called  upon 
to  address  any  formal  policy  statements 
concerning  the  ethics  of  medical  practice,  the 
profession,  or  health  care  delivery.  The 
committee  was  not  asked  to  serve  in  its 
investigative  or  disciplinary  role  either. 

The  committee  continues  to  be  involved  in 
the  legislative  process  as  the  state  of  Delaware 
moves  forward  to  legally  clarify  the  persistent 
vegetative  state  and  associated  ramifications 
regarding  health  care  delivery. 

The  conmiittee  would  appreciate  clarifica- 
tion by  the  Society  as  to  whether  the  Ethics 
Committee  should  become  more  of  a lobbying 
vehicle  in  the  state  legislative  process.  If  so,  the 
committee  would  see  itself  as  a catalyst  to  gain 
consensus  from  the  state’s  hospital  ethics 
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committees  and  present  consensus  opinions  to 
our  state  legislature. 

Dennis  J.  Hoelzer  MD 
Chairman 

The  report  was  filed  with  a recommenda- 
tion for  clarification  from  the  Board  of 
Trustees  of  the  committee’s  role  with 
regard  to  possible  lobbying  activities  in 
the  state  legislative  process. 

Judicial  Council 

During  the  past  year  the  Judicial  Council  was 
called  upon  to  review  three  requests  for  dues 
exemption,  which  were  subsequently  granted 
by  the  Board  of  Trustees. 

No  other  issues  have  been  referred  to  the 
Judicial  Council  in  the  last  year. 

I.  Favel  Chavin  MD 
Chairman 

The  report  was  filed. 

Reports  of  the  Standing  Committees 
Bylaws  Committees 

The  Bylaws  Committee  met  on  Tuesday, 
October  18,  1994,  at  the  Delaware  Academy  of 
Medicine  Building  in  Wilmington  and  dis- 
cussed several  changes  in  the  Bylaws. 

Gender  Neutrality  Issue 

Last  year  the  Society’s  Board  of  Trustees 
supported  making  the  Society’s  Bylaws  gender 
neutral.  The  Bylaws  Committee  was  asked  to 
change  references  to  “he,”  “him,”  and  “his” 
prior  to  the  next  printing  of  the  Bylaws.  The 
committee  reviewed  a draft  revision  prepared 
prior  to  the  meeting,  made  suggestions  for 
changes,  and  recommends  adoption  of  the 
attached  gender-neutral  version  of  the  Bylaws. 
In  the  attachment  nraterial — in — strikc'-out 

indicates  proposed  deletions,  and  [italic  text  in 
brackets]  indicates  language  to  be  substituted 
or  added. 

Deadline  for  Resolutions 

The  committee  also  reviewed  a letter  from 
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Roger  B.  Thomas,  Jr.,  MD,  the  Speaker  of  the 
House  of  Delegates,  which  suggested  an 
addition  to  the  Bylaws  to  deal  with  late 
resolutions.  The  Committee  agreed  with  Dr. 
Thomas’  suggestion.  It  supported  defining  late 
resolutions  as  those  introduced  within  21  days 
of  the  House  of  Delegates  meeting  and 
verifying  the  presence  of  a voting  quorum 
before  a vote  on  a late  resolution.  The  following 
addition  to  Section  2 of  Article  VII  is 
recorn  mended: 

Resolutions  received  within  the  21  days 
prior  to  the  House  of  Delegates  meeting  shall 
be  referred  by  the  Speaker  to  an  appropriate 
reference  committee,  which  shall  decide 
whether  or  not  the  resolution  shall  be 
presented  to  the  House.  If  the  reference 
committee  decides  that  the  matter  is  of  an 
emergency  nature,  it  shall  be  presented  to  the 
House  without  further  consideration  or 
recommendation.  Favorable  action  on  such  a 
resolution  shall  require  the  affirmative  vote  of 
three  quarters  of  all  delegates  present  and 
voting.  Before  such  vote,  the  Speaker  shall 
determine  that  a voting  quorum  is  present. 

Appointment  of  Committee  Chairman 

The  committee  noted  that  although  the 
President  of  the  Society  appoints  committee 
chairmen,  there  is  no  provision  in  the  Bylaws 
to  this  effect.  The  committee  therefore 
recommends  the  addition  of  the  following 
language  in  Section  1 of  Article  XIII: 

Committee  chairmen  shall  be  appointed  by 
the  President  of  the  Society  unless  otherwise 
provided  for  by  the  Bylaws. 

Commillee  on  Ethics 

At  a pi  evious  House  of  Delegates  meeting, 
the  Bylaws  Committee  was  asked  to  determine 
a specific  manner  by  which  lay  members  are 
selected  for  the  Committee  on  Ethics.  The 
consensus  was  that  the  Society  should  solicit 
the  names  of  nominees  from  the  Governor,  the 
Speaker  of  the  House  of  Representatives,  and 
the  President  Judge  of  the  Superior  Court.  The 
addition  of  the  following  language  to  Section  11 
of  Article  XIII  is  recommended: 

The  Nominating  Committee  shall  solicit 
three  nominees  each  from  the  Governor,  the 
President  Judge  of  Superior  Court,  and  the 
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Speaker  of  the  House  of  Representatives. 

After  reviewing  the  language  in  the 
Bylaws  regarding  the  Committee  on  Ethics, 
the  committee  recommended  a change  in 
Article  XIV,  which  outlines  investigative  and 
disciplinary  procedures,  regarding  appoint- 
ments to  a hearing  panel.  The  Bylaws  now 
state  that  the  appointments  must  clearly  show 
that  all  appointees  are  eligible  to  participate  in 
peer  review  activities  and  are  not  in 
competition  with  either  the  accused  or 
charging  member.  The  Bylaws  Committee 
recommends  the  addition  of  the  underlined 
language  so  that  the  second  sentence  in 
Subsection  C(e)  of  Section  1 of  Article  XIV 
would  read  as  follows. 

The  appointments  must  clearly  show  that 
all  appointees  are  eligible  to  participate  in  peer 
review  activities  and  are  not  in  competition 
with  either  the  accused  or  charging  member  or 
have  any  other  disqualifying  conflicts  of 
interest. 

Long  Range  Planning  Committee 

When  the  name  of  the  Medical  Economics 
Committee  was  changed  to  the  Long  Range 
Planning  Committee,  the  House  of  Delegates 
asked  the  Bylaws  Committee  to  further  define 
the  activities  of  the  Long  Range  Planning 
Committee.  The  following  substitute  for 
Section  13  of  Article  XIII  is  recommended. 

The  Long  Range  Planning  Committee 
consists  of  not  less  than  nine  appointed 
members.  The  committee  shall  concern  itself 
with  the  preparation  of  the  Society  for  future 
assigned,  anticipated  or  assumed  goals,  tasks 
or  objectives.  In  addition,  the  committee  shall 
continually  evaluate  the  current  direction, 
goals  and  objectives  of  the  Society  to  assure 
they  are  valid  for  the  membership.  The 
committee  shall  be  aware  of  national,  regional 
and  local  trends  in  not  only  the  provision  of 
health  care,  but  also  in  all  matters  related  to 
the  medical  profession.  The  committee  shall 
update  its  recommendations  for  plans  for  the 
Society  in  its  annual  report  to  the  House  of 
Delegates. 

The  attachment  to  this  report  includes  all 
of  the  Bylaws  changes  recommended  above. 

Dene  T.  Walters  MD 
Chairman 
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The  report  was  adopted.  A copy  of  the 
newly  revised  Bylaws  of  the  Medical 
Society  of  Delaware  will  be  mailed  to  each 
member  of  the  Society. 

Long-Range  Planning  Committee/ 
Subcommittee  on  Physician  Office 
Computerization 

During  the  past  year  the  subcommittee,  either 
as  a working  group  or  as  a full  committee,  met 
on  five  occasions.  The  goals  of  the  Subcommit- 
tee on  Physician  Office  Computerization 
continue  to  be  1)  standardization  of  computer- 
ized billing  formats  and  assisting  physician 
offices  in  electronically  submitting  insurance 
claim  forms;  2)  educating  physicians  and  their 
office  staff  in  issues  regarding  office  automa- 
tion and  computerization;  3)  bringing  together 
the  necessary  parties  in  the  state  to  explore 
integrating  computer  systems  for  electronic 
communications  between  physicians  and  other 
health  care  providers,  institutions  and  third 
party  payers;  and  4)  exploring  the  feasibility  of 
a Society-sponsored  electronic  bulletin  board. 
Thomas  Mieszala,  formerly  of  the  American 
Medical  Association,  continues  to  be  active 
with  both  the  work  group  and  the  full 
committee. 

To  accomplish  these  goals,  the  committee 
formed  an  independent  work  group  comprised 
of  representatives  of  third  party  payers,  a 
national  electronic  claims  clearinghouse,  and 
local  providers.  The  work  group  identified  as 
Phase  I of  its  project  the  creation  of  a physician 
office-based  practice  management  system, 
which  would  provide  for  total  electronic 
communication  with  outside  parties  eliminat- 
ing the  need  for  burdensome  paperwork  in  the 
physician’s  office.  This  process  was  initiated 
earlier  in  the  year  with  an  electronic  link  to 
Medlab  being  the  first  application  for 
development.  Meetings  of  the  work  group  were 
suspended  over  the  summer  with  further 
direction  for  the  committee  required  before  re- 
convening the  work  group. 

At  the  committee’s  September  26,  1994, 
meeting,  Mr.  Mieszala  suggested  that  the 
committee  re-evaluate  its  progress  and 
whether  the  initial  goals  as  outlined  are  still 
considered  achievable,  given  major  projects 
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currently  underway  by  the  Medical  Center, 
Blue  Cross  Blue  Shield  of  Delaware  and  NEIC. 
It  was  recognized  that  these  three  major 
players  may  not  be  as  responsive  to  the 
committee’s  project  in  light  of  their  own  time 
and  resource  commitments.  Accordingly,  the 
committee  decided  to  continue  monitoring  the 
activities  of  the  industry  and,  specifically,  meet 
with  the  key  players  to  continue  their  efforts 
independently  to  develop  EDI  projects  in  the 
best  interest  of  Delaware  physicians. 

In  addition,  the  committee  recommended 
to  the  Board  of  Trustees  other  avenues  which 
may  provide  benefit  to  Society  members  in  the 
area  of  office  automation  and  computerization. 
As  a result  the  Society  plans  to  consider 
establishing  a “report  card”  for  computer 
vendors  to  assist  physicians  in  making 
selections  of  computer  equipment  and  soft- 
ware. A checklist  could  provide  information 
regarding  what  features  practice  management 
systems  should  include,  as  well  as  what 
represents  appropriate  cost  and  reasonable 
service  associated  with  supporting  such 
practice  management  systems.  In  addition,  a 
matrix  showing  the  current  EDI  capabilities  of 
third  party  payers  and  major  health  care 
providers  in  this  state  would  be  completed  and 
provided  to  Medical  Society  members  and 
computer  vendors  in  an  effort  to  communicate 
the  current  state-of-the-art  in  electronic 
communication  in  Delaware  and  to  foster 
continued  efforts  toward  greater  advances  in 
this  area.  In  keeping  with  the  committee’s 
decision  to  take  a broader  approach  to 
identifying  the  range  of  options  for  physicians 
in  the  area  of  computer  systems,  the  Board  also 
approved  the  committee’s  recommendation  to 
discontinue  the  current  endorsement  of  a local 
computer  consulting  firm. 

In  conclusion,  the  committee  has  identified 
the  following  course  of  action;  1)  A meeting  of 
the  SPOC  Work  Group  will  be  called  and  the 
work  group  informed  of  the  committee’s 
interest  in  monitoring  the  independent  efforts 
of  the  various  work  group  members  as  opposed 
specifically  to  directing  activities  of  the  work 
group;  2)  Mr.  Mieszala  and  Dr.  Cramer  will 
collaborate  on  designing  a checklist  for 
computer  vendor  capabilities;  3)  Mr.  Mieszala 
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will  update  the  matrix  on  third  party  payer 
EDI  capabilities;  and  4)  the  committee  will 
continue  to  meet  and  will  make  arrangements 
for  meeting  with  representatives  of  Blue  Cross 
Blue  Shield  of  Delaware  and  NEIC  in  the 
future. 

Anthony  L.  Cucuzzella  MD 
Chairman 

The  report  was  filed. 

Medical  Liability  Insurance  Committee 

The  Medical  Liability  Insurance  Committee 
met  with  representatives  from  Phico  on 
June  6,  1994.  Unfortunately,  no  dividend  was 
returned  to  the  Medical  Society  of  Delaware,  as 
the  total  number  of  Phico  insureds  in  the  state 
has  fallen  below  400.  However,  Phico  will 
reinstitute  the  dividend  plan  if  the  total 
number  of  insureds  equals  or  exceeds  400. 
Although  there  were  no  dividends,  Delaware 
physicians  benefited  from  lower  costs  to 
PHICO  in  medical  malpractice  defense 
resulting  in  a ten  peixent  decrease  in 
premiums  across  all  groups.  Otie  reason  for 
this  experience  has  been  the  adoption  of  a more 
aggressive  position  with  respect  to  defense  in 
malpractice  suits. 

MLIC  also  has  been  fully  briefed  in  the 
activities  of  the  Medical  Society  of  Delaware 
Insurance  Services  at  the  meetings  of  June  6, 
1994,  and  October  24,  1994.  Dr.  William  H. 
Duncan  informed  MLIC  of  plans  for  the  future 
of  MSDIS.  Specifically,  they  are; 

1.  A consultant  was  hired  to  forge  a strategic 
alliance  with  a major  insurance  broker  in  the 
state  of  Delaware  to  expand  but  more 
importantly  to  insure  a continuing  revenue 
stream.  MSDlS’s  viability  will  be  guaranteed, 
and  legal  counsel  will  prevent  MSDlS’s 

core  (their  insureds)  from  being  absorbed. 

2.  MSDIS  marketing  efforts  to  recruit 
additional  insureds,  especially  new  physicians 
to  the  state.  Unfortunately,  the  additional  new 
insureds  were  more  than  offset  by  the  loss  of 
two  large  physician  groups.  However,  total 
insureds  increased  by  16  for  the  fiscal  year 
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ending  September  30,  1994,  when  taking  into 
account  other  lines  of  insurance.  These  efforts 
are  being  hampered  by  office  managers  who 
refuse  to  put  MSDIS  representatives  in  phone 
contact  with  prospective  insureds. 

3.  Health  Select,  a competitive  package  of 
health  benefits  for  MSD  members. 

In  this  report  I can  only  ask  that  you,  the 
physician,  extend  this  courtesy:  to  speak  on  the 
phone  with  Dr.  William  Duncan  when  he  calls 
since  he  is  working  for  the  good  of  all 
physicians. 

Lastly,  MSDIS  has  declared  a dividend  to 
the  Medical  Society.  This  was  the  result  of 
much  effort  but  will  only  continue  if  more 
physicians  at  the  very  least  consider  MSDIS 
for  all  their  insurance  needs. 

John  J.  DiBonaventure  DO 
Chairman 

The  report  was  filed  with  the  Reference 
Committee’s  emphasis  on  the  committee’s 
suggestion  that  all  members  of  the 
Society  extend  the  courtesy  of  replying 
when  contacted  by  Dr.  Duncan  or  other 
representatives  of  MSDIS. 

Medical  Review  Committee 

During  1994  the  full  committee  was  called  to 
meet  on  only  one  occasion.  Other  matters  were 
handled  by  the  chairman  or  else  those 
requesting  a meeting  did  not  fully  agree  to  the 
guidelines  set  by  the  committee.  The  meeting 
on  October  3,  1994,  met  to  resolve  an  issue 
referred  to  the  committee  by  the  New  Castle 
County  Medical  Society  Professional  Conduct 
Committee.  The  committee  was  asked  to  give 
its  opinion  to  the  Professional  Conduct 
Committee  regarding  a fee  dispute.  This  was  a 
confidential  opinion  by  the  committee,  and  an 
opinion  was  rendered  and  given  to  the  New 
Castle  County  Medical  Society  Professional 
Conduct  Committee. 

The  chairman  would  also  like  to  correct  the 
committee  report  that  appeared  in  the  January 
1994  issue  of  the  Delaware  Medical  Journal. 
The  correction  involves  an  orthopaedic  matter 
regarding  the  use  of  global  surgery  guidelines 
from  the  American  Academy  of  Orthopaedic 
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Surgery  and  should  read  as  follows; 

“The  committee  also  reviewed  a separate 
orthopaedic  matter  regarding  the  use  of  global 
surgery  guidelines  from  the  American  Acad- 
emy of  Orthopaedic  Suj-gery  with  respect  to 
which  inter-operative  services  should  be 
included  and  excluded  from  the  global  service 
package.  It  is  recognized  the  American 
Academy  of  Orthopaedic  Surgery  guidelines  do 
not  totally  address  indications  for  or  necessity 
of  the  procedure  being  performed,  and  Blue 
Cross  Blue  Shield  of  Delaware  should  be 
encouraged  to  justify  payment  through 
documenting  the  frequency  of  double  coding 
relative  to  the  community  at  large  before 
denying  claims.” 

The  above  correction  is  the  actual  wording 
given  by  the  committee  on  December  17,  1992. 

Anthony  L.  Cucuzzella  MD 
Chairman 

The  report  was  filed. 

Program  Committee 

The  Program  Committee  hereby  records  for 
the  official  record  the  program  arranged  for  the 
Annual  Scientific  Session  of  the  Medical 
Society  of  Delaware  on  November  19,  1994. 

8:30  am.  ADVANCES  IN  MUSCULOSKEL- 
ETAL MRI 

Murray  K.  Dalinka  MD,  Professor  of 
Radiology  and  Director  of  Musculosk- 
eletal Imaging,  University  of  Pennsyl- 
vania, Philadelphia,  Pennsylvania 

9:15  a m.  WHAT  TO  DO  WITH  AN  EL- 
EVATED PSA: 

(30-minute  presentations  by  the 
speakers  followed  by  five-minute 
rebuttals  and  Q&A) 

CONSERVATIVE  TREATMENT  OF 
EARLY  STAGE  PROSTATE  CAN- 
CER 

Philip  W.  Kantoff  MD,  Director  of 
Genitourinary  Oncology,  Dana  Farber 
Cancer  Institute,  and  Assistant  Pro- 
fessor of  Medicine,  Harvard  Medical 
School,  Boston,  Massachusetts 
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AN  AGGRESSIVE  APPROACH  TO 
EARLY  STAGE  PROSTATE  CAN- 
CER 

Terrence  R.  Malloy  MD,  Chief,  Section 
of  Urology,  Pennsylvania  Hospital, 
and  Professor  of  Urology,  University  of 
Pennsylvania,  Philadelphia,  Pennsyl- 
vania 

10:30  a.m.  INTERMISSION 

11:00  a.m.  CURRENT  DIAGNOSIS  AND  MAN- 
AGEMENT OF  LYME  DISEASE 

Allen  C.  Steere  MD,  Chief,  Section  of 
Rheumatology/Immunology,  New  En- 
gland Medical  Center,  and  Professor  of 
Medicine,  Tufts  University  School  of 
Medicine,  Boston,  Massachusetts 

12  noon  HEALTHY  DELAWARE  2000 

Charles  Konigsberg  MD  MPH,  Direc- 
tor, Division  of  Public  Health,  Dela- 
ware Department  of  Health  and  Social 
Services 

12:30  p.m.  INTERMISSION 

12:45  p.m.  LUNCH  — Gold  Ballroom 

1:15  p.m.  NEW  STRESSES  AFFECTING 
PHYSICIANS  AND  THEIR  FAMI- 
LIES IN  A CHANGING  HEALTH 
CARE  DELIVERY  ENVIRONMENT 

Donald  E.  Rosen  MD,  Director  of 
Professionals  in  Crisis  Program, 
Menninger  Clinic,  Topeka,  Kansas 

2:15  p.m.  ADJOURNMENT 

The  Medical  Society  of  Delaware  is  accredited 
by  the  Accreditation  Council  for  Continuing 
Medical  Education  (ACCME)  to  sponsor  continuing 
medical  education  for  physicians. 

The  Medical  Society  of  Delaware  designates 
this  continuing  medical  education  activity  for  4.5 
credit  hours  in  Category  1 of  the  Physician’s 
Recognition  Award  of  the  American  Medical 
Association.  One  credit  hour  may  be  claimed  for 
each  hour  of  participation. 

This  program  has  been  reviewed  and  is 
acceptable  for  4.5  Prescribed  hours  by  the 
American  Academy  of  Family  Physicians. 

It  is  the  policy  of  the  Medical  Society  of 
Delaware  to  comply  with  the  ACCME  Guidelines 
for  Commercial  Support  of  Continuing  Medical 
Education.  In  keeping  with  these  standards,  all 
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faculty  participating  in  continuing  medical  educa- 
tion programs  sponsored  by  the  Medical  Society  of 
Delaware  are  expected  to  disclose  to  the  program 
audience  any  real  or  apparent  contlict(s)  of  interest 
related  to  the  content  of  their  presentation(s). 

Janies  H.  Newman  MD 
Chairman 

The  report  was  filed. 

Public  and  Professional  Education  and 
Advocacy  Committee 

The  Public  and  Professional  Education  and 
Advocacy  Committee  (PPEAC)  met  regularly 
during  the  fiscal  year.  The  attention  of  the 
committee  was  mainly  directed  toward  the 
continuing  medical  education  program  of  the 
Medical  Society  of  Delaware. 

This  year,  with  the  approval  of  the 
Educational  Activities  Subcommittee  (EAS)  of 
the  PPEAC,  the  Medical  Society  has  sponsored 
47  programs  (representing  227  individual 
activities)  for  CME  credit  (as  of  October  14, 
1994),  a decrease  of  3.4  percent  over  last  year. 
The  Medical  Society  was  able  to  sponsor  all 
programs  presented  for  review  due  to  the 
requesting  organizations  meeting  the  criteria 
required  for  the  granting  of  CME  Category  1 
credits. 

Late  in  1993  the  Board  of  Trustees 
approved  the  institution  of  a CME  application 
fee  policy  to  help  ensure  the  Society’s 
continued  ability  of  offering  no-  and  low-cost 
educational  programs  without  raising  mem- 
bership dues.  This  application  fee  went  into 
effect  January  1,  1994,  and  applied  to  all 
program  applications  received  on  or  after  this 
date.  As  of  October  14,  CME  application  fees 
for  1994  total  $18,082. 

During  1994,  the  Society  concentrated  on 
developing  adequate  needs  assessment  in  our 
physician  community  by  working  with  the 
chairs  of  the  hospitals’  education  departments. 
The  PPEAC  also  conducted  ongoing  review  of 
the  comments  and  suggestions  made  by 
participants  at  activities  sponsored  by  the 
Medical  Society.  The  information  gathered 
from  these  efforts  helps  MSD  develop  effective 
educational  programs  for  Delaware’s  physi- 
cians. 
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The  Medical  Society’s  education  program, 
which  was  awarded  accreditation  by  the 
Accreditation  Council  for  Continuing  Medical 
Education  in  May  1992,  will  be  resurveyed  in 
1996. 

The  Medical  Society  of  Delaware  continues 
to  be  the  accrediting  organization  of  the 
Delaware  Continuing  Medical  Education 
Lecture  Series  for  physicians.  During  the 
1994-1995  year,  Beebe  Medical  Center, 
Nanticoke  Memorial  Hospital,  and  Kent 
General  Hospital  are  participating. 

Virginia  U.  Collier  MD 
Chairwoman 

The  report  was  filed. 

Public  Laws/Legislative  Action  Committee 

Our  legislative  specialist,  Phil  Corrozi,  reports 
elsewhere  about  the  various  developments 
during  the  second  session  of  the  137th  General 
Assembly. 

It  has  been  a great  pleasure  to  once  more 
chair  these  two  important  committees,  which 
for  all  intents  and  purposes  now  function  as 
one.  Our  task  is  a bit  more  difficult  because  we 
do  not  have  enough  members  of  our  Society 
participating.  On  the  other  hand,  my  task  is 
easier  because  I continue  to  count  with  the 
invaluable  help  of  Beverly  Dieffenbach,  Mark 
Meister,  and  Phil  Corrozi. 

From  January  to  June  of  1994  we  reviewed 
62  Senate  bills  and  93  House  bills. 

In  the  previous  session  of  the  Assembly, 
legislators  made  us  fully  aware  that  they 
expected  physicians  and  nurses  to  work  out  an 
acceptable  compromise  which  would  provide 
an  expanded  scope  of  practice  for  nurses. 

Such  a compromise  was  reached  and 
resulted  in  the  passage  of  an  amended  version 
of  House  Bill  427,  which  will  allow  Advanced 
Practice  Nurses  (Nurse  Practitioners,  Certi- 
fied Registered  Nurse  Anesthetists,  Certified 
Nurse  Midwives,  and  Clinical  Nurse  Special- 
ists) to  perform  additional  duties.  It  also 
provides  that  all  APNs  will  have  written 
collaborative  agreements  and  that  those 
activities  that  constitute  the  practice  of 
medicine  shall  be  regulated  by  a Joint  Practice 
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Committee,  whose  actions  are  subject  to  the 
approval  of  the  Board  of  Medical  Practice. 

Passage  of  House  Bill  427  as  amended  by 
House  Amendment  #4  came  only  after  a long, 
difficult  period  of  negotiations  in  which 
representatives  of  medicine  and  nursing 
attempted  to  agree  on  an  expanded  role  for 
nurses  with  advanced  training  and  certifica- 
tion. The  Medical  Society  and  the  Board  of 
Medical  Practice  independently  opposed  pas- 
sage of  House  Bill  427  as  it  had  been 
introduced.  It  appeared  that  a major  legislative 
battle  was  inevitable.  Finally,  after  a three- 
hour  meeting  on  the  evening  of  May  10,  1994, 
in  the  office  of  the  dean  of  the  School  of  Nursing 
of  the  University  of  Delaware,  representatives 
of  the  Medical  Society,  the  Board  of  Medical 
Practice,  the  Board  of  Nursing,  and  the 
Delaware  Nurses  Association  reached  an 
agreement  in  concept.  After  extensive  negotia- 
tions between  legal  counsel  for  the  Society  and 
for  the  nurses.  House  Amendment  #4  was 
drafted,  and  House  Bill  427  passed  the  House 
without  any  difficulty. 

Subsequently,  a few  folks  who  did  not 
represent  the  majority  of  Delaware’s  medical 
and  nursing  corps  contacted  key  Senators,  still 
voicing  objections  to  the  bill  even  with  its 
amendment. 

Judy  Hendricks  for  nursing  and  I 
representing  the  Medical  Society  and  the 
Board  of  Medical  Practice  testified  in  front  of 
the  entire  vSenate  and  answered  questions  by 
several  Senators  but  principally  by  Senator 
Cordrey,  the  Senate  President  Pro-Tern.  I am 
happy  to  report  that  Senator  Cordrey,  before 
voicing  his  concerns  about  House  Bill  427,  said: 
“I  want  to  go  on  record  stating  that  in  spite  of 
my  concerns  I will  vote  yes  for  this  bill  because 
of  the  respect  that  you.  Dr.  Pereira-Ogan,  have 
earned  in  this  chamber  in  the  last  five  or  six 
years.”  I’d  like  to  share  this  compliment  with 
all  the  members  of  my  Legislative  Action 
Committee  and  the  members  of  the  Board  of 
Medical  Practice.  It  has  been  the  collaborative 
effort  of  all  of  us  which  has  bridged  the  gap 
between  legislators  and  physicians.  We  have 
been  very  visible  in  Legislative  Hall  and  have 
been  able  to  open  many  doors.  This  has  been 
reflected  in  the  very  fluent  dialogue  between 


Del  Med  Jrl,  January  1995,  Vol  67  No  1 


key  members  of  both  chambers  and  the 
Medical  Society  and  the  Board  of  Medical 
Practice. 

Several  of  us  attended  the  ceremony 
during  which  Governor  Carper  signed  House 
Bill  427  into  law  on  July  8,  1994. 

House  Bill  536,  to  provide  prescriptive 
authority  for  Physician  Assistants,  was 
introduced  and  passed  with  House  Amend- 
ments 1 and  2 and  Senate  Amendment  1 and 
signed  into  law.  House  Bill  536  will  require 
revision  of  the  Board  of  Medical  Practice’s 
present  regulation  regarding  Physician  Assis- 
tants. Once  that  has  been  accomplished,  a 
licensed  Physician  Assistant  will  be  allowed  to 
make  medical  diagnoses  and  prescribe  medica- 
tions as  delegated  medical  acts  under  the 
supervision  of  a physician. 

House  Bill  475,  to  allow  certain  optom- 
etrists to  prescribe  drugs  for  eye  disorders,  was 
signed  into  law  on  June  30,  1994.  The 
Delaware  Academy  of  Ophthalmology  and  the 
Medical  Society  of  Delaware  were  united  in 
their  opposition  to  House  Bill  475.  In  my 
opinion  we  were  not  successful  with  the 
Optometric  Bill  because  of  a number  of  issues 
having  to  do  with  strategy  that  led  many 
legislators  to  view  the  polarization  between 
ophthalmologists  and  optometrists  as  a turf 
battle  and  not  as  a real  medical  issue. 

Clean  Indoor  Act 

The  Society  has  gone  on  record  many  times 
in  support  of  legislation  that  restricts  the  use  of 
tobacco  products.  HB  33,  which  restricts 
smoking  in  public  places  and  requires 
employers  to  provide  a smoke-free  workplace, 
was  passed  by  the  House  late  last  year  as  part 
of  a novel  move  that  also  included  approval  of  a 
competing  proposal,  the  so-called  “Smokers’ 
Rights  Bill.”  HB  33  has  now  been  signed  by  the 
Governor.  The  bill  was  passed,  however,  only 
after  the  addition  of  a “preemption”  amend- 
ment supported  by  the  tobacco  lobby  that 
prevents  a county  or  municipality  from  passing 
a more  restrictive  smoking  ordinance  after  the 
enactment  of  HB  33.  Wilmington  and  Dover 
already  had  smoking  restrictions  and  are 
therefore  exempt  from  that  restriction. 
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Other  Legislation 

Several  legislative  proposals  that  were 
supported  by  the  Society  passed  both  houses  of 
the  General  Assembly  and  were  sent  to  the 
Governor. 

HB  331,  the  Certificate  of  Need  bill, 
establishes  a Delaware  Health  Resources 
Authority  to  monitor  the  purchase  and 
expansion  of  health -related  services.  The 
authority  replaces  the  Health  Resources 
Management  Council,  which  was  sunsetted 
June  30,  1994.  HB  331  also  increases  the 
number  of  public  members  and  streamlines  the 
appeal  process. 

SB  78,  the  Childhood  Lead  Poisoning 
Prevent  Act,  requires  that  every  child’s 
primary  health  care  provider  order  screening 
at  or  around  12  months  of  age.  The  new  law 
requires  that  health  insurance  cover  the  cost  of 
screening. 

SB  319  mandates  health  insurance 
coverage  for  the  CA-125  test  for  monitoring 
ovarian  cancer  treatment.  The  Public  Laws 
Committee  supported  this  proposal  with  a 
comment  in  support  of  insurance  coverage  for 
all  tests  that  reduce  morbidity. 

The  Society  was  successful  in  promoting 
passage  of  HB  563,  which  was  drafted  by  legal 
counsel,  as  a substitute  for  earlier  legislation 
introduced  relating  to  the  definition  of 
“without  consent”  in  sex  crime  prosecutions. 
The  Public  Laws  Committee  objected  to  the 
original  bill  and  a proposed  substitute  because 
they  were  not  well  written,  and  recommended 
that  a substitute  be  drafted.  There  was 
pressure  from  the  Attorney  General’s  office  to 
enact  some  kind  of  legislation  for  cases  in 
which  a physician  engages  in  medically  or 
therapeutically  inappropriate  conduct  under 
the  pretense  of  providing  diagnosis  or 
treatment. 

Also  enacted  were;  HB  436,  relating  to 
tuberculosis  control;  HB  490,  to  strengthen 
Delaware’s  child  restraint  law;  SS  1 for  SS  33, 
to  establish  a class  of  environmental  felonies; 
HB  507,  the  Uniform  Health  Data  Act;  andHB 
479,  which  will  allow  certification  of  dietitians/ 
nutritionists  by  a Committee  of  Dietetics/ 
Nutrition  (efforts  over  the  years  to  establish  a 
separate  board  to  license  nutritionists  have 
been  unsuccessful). 
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Legislation  introduced  in  the  session  that 
ended  and  was  supported  by  the  Society  but 
not  enacted  includes:  SB  367,  an  amendment  of 
Delaware’s  Death  with  Dignity  statute  to 
expand  a patient’s  right  to  terminate 
treatment;  SB  428,  to  ban  the  distribution  of 
tobacco  to  minors;  HS  2 for  HB  7,  to  mandate 
helmets  for  bicycle  riders  under  16;  and  HB 
196,  to  lower  the  blood  alcohol  content  to 
convict  those  under  age  21  for  driving  under 
the  influence  (DUI)  from  .1  to  .02  percent. 

SB  406,  the  Delaware  Health  Care 
Commission’s  bill  to  establish  a Voluntary 
Purchasing  Alliance  for  health  insurance, 
passed  the  Senate  but  was  defeated  in  the 
House  as  a result  of  opposition  by  the  State 
Chamber  of  Commerce  and  other  private 
insurance  alliances.  The  Society  was  instru- 
mental in  the  introduction  of  an  amendment  to 
require,  in  order  to  ensure  the  medical 
appropriateness  of  various  health  benefit 
plans,  that  one  of  the  seven  members 
appointed  by  the  Governor  be  a physician 
representative  of  the  Medical  Society  of 
Delaware.  A “Health  Insurance  Fraud  Bill,” 
HS  1 for  HB  344,  was  passed  after  vigorous 
lobbying  by  the  Insurance  Department.  The 
Public  Laws  Committee  reviewed  but  did  not 
support  this  bill. 

Other  legislation  that  was  not  enacted;  HB 
288,  to  require  notice  to  a parent  or  legal 
guardian  before  a minor  has  an  abortion;  HB 
290,  to  prohibit  physicians  from  owning 
pharmacies;  HB  273,  to  increase  fees  for 
radiation  facilities;  and  HB  293,  to  move  the 
paramedic  services  program  from  the  Division 
of  Public  Health  to  the  Department  of  Public 
Safety. 

A complete  list  of  health-related  legislation 
introduced  during  the  last  two  sessions  of  the 
General  Assembly  and  their  respective 
updated  status  is  available  to  all  members  of 
the  Society  in  the  Medical  Society’s  office. 

As  we  prepare  for  our  Annual  Meeting  and 
the  first  session  of  the  138th  General 
Assembly,  we  are  waiting  for  the  results  of  the 
November  8th  elections.  Shortly  after  we  know 
the  composition  of  both  houses,  key  members  of 
the  Medical  Society,  Phil  Corrozi,  and  I will 
begin  the  planning  of  our  strategies  for  1995. 
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It  was  particularly  painful  for  me  to  do  the 
things  I do  during  the  sessions  of  the  General 
Assembly  without  being  able  to  seek  shelter, 
advice  and  support  from  the  late  Senator 
Herman  Holloway,  who  for  ten  years  was  my 
friend  and  mentor.  I had,  however,  the  distinct 
privilege  of  spending  protracted  periods  of  time 
in  the  late  moments  of  his  life.  While  he  was 
still  quite  strong  and  healthy,  we  shared  one  of 
the  most  touching  and  memorable  moments  of 
my  own  career,  namely  the  Annual  Dinner  of 
our  Medical  Society  of  Delaware  on  November 
19,  1993.  Senator  Holloway  received  the 
Presidential  Award,  and  much  to  my  surprise, 
I was  the  recipient  of  the  Distinguished  Service 
Award  of  the  Medical  Society,  an  unforgettable 
evening  for  me  and  Representative  Jane 
Maroney,  whom  I escorted  to  the  event.  It  has 
been  my  privilege  to  serve  you  in  important 
functions  of  the  Medical  Society,  and  I look 
forward  to  doing  more  of  the  same  if  I am  asked 
again. 


Jorge  A.  Pereira-Ogan  MD 
Chairman 

The  report  was  filed  with  a commenda- 
tion to  Dr.  Pereira-Ogan. 

Publication  Committee/Editorial  Board 

Publication  of  our  Journal  continues  to  be 
a struggle,  not  only  from  the  viewpoint  of  the 
material  to  be  published,  which  is  always  in 
short  supply,  but  also  from  the  business  side  of 
income  and  expense.  We  met  on  March  3 and 
won’t  meet  again  until  sometime  in  1995, 
partly  because  of  difficulties  in  getting  any 
meaningful  quorum  together,  but  also  because 
many  problems  require  immediate  action,  and 
organizing  and  presenting  the  information 
needed  for  decision-making  often  dictates  what 
the  decision  must  be. 

The  major  problems  of  the  year  have  been 
fiscal  and  personnel. 

Fiscal 

1.  Declining  income,  principally  loss 
of  national  advertising  income. 
Pharmaceuticals  are  advertising 
less. 

2.  Rising  expenses,  primarily  from  a 
need  to  change  printers.  Athero- 


sclerosis finally  caught  up  with  our 
old  printer,  who  was  charging  1970 
prices. 

Our  response  has  been  tight  control  of 
expenditures  and  increase  in  local  advertising 
rates  and  income.  We  have  not  changed  our 
subscription  charge  of  $10  per  year  per  dues- 
paying  member,  which  has  been  in  effect  as 
long  as  anyone  can  remember,  and  makes  us 
probably  the  least  expensive  medical  journal 
anywhere. 

Personnel 

1.  Loss  of  one  key  person,  who  has 
followed  her  heart  to  Atlanta. 

2.  Impending  maternity  leave  of  our 
other  key  person. 

The  laws  of  biology  almost  defeated  us, 
but  we  are  fighting  back.  We  have  employed  a 
new,  talented  person,  whom  we  are  training  in 
both  jobs.  The  January  and  February  issues 
are  largely  the  annual  meeting  reports,  which 
we  can  partly  prepare  in  advance,  and  we  hope 
to  hang  on  until  Laurel  gets  back.  We  wish  her 
a beautiful  and  happy  outcome. 

Our  triumph  of  the  year,  almost  entirely 
the  effort  of  Bill  Duncan,  was  the  June  issue 
commemorating  the  50th  Anniversary  of  D 
Day.  It  generated  a lot  of  favorable  comment.  A 
similar  issue  is  planned  for  December.  Some 
months  are  better  than  others,  but  we  continue 
to  try  to  publish  a creditable  journal 
reasonably  on  time  every  month.  We  solicit 
your  letters  and  other  written  input. 

E.  Wayne  Martz  MD 
Chairman 

The  report  was  filed  with  commendation 
to  Dr.  Martz  for  outstanding  performance 
with  the  Delaware  Medical  Journal. 


Report  of  the  Nominating  Committee 

A meeting  of  the  Nominating  Committee  was 
held  in  Dover  on  October  6,  1994,  to  consider 
positions  to  be  filled  for  the  year  November 
1994  through  November  1995.  The  following 
nominations  were  made: 

President  Michael  J.  Bradley  DO 

President-Elect  Carol  A.  Tavani  MD 

Vice  President  Paul  E.  Howard  MD 

Secretary  Martin  G.  Begley  MD 
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Treasurer  Garth  A.  Koniver  MD 

Speaker  of  the 

House  Roger  B.  Thomas,  Jr.,  MD 

Representative  to  the 
Delaware  Academy 

of  Medicine  Leonard  P.  Lang  MD 

Delegate,  AMA  James  P.  Marvel,  Jr.,  MD 
(two-year  term  to  expire 
12/31/96) 


Delegate,  AMA  Stephen  S.  Grubbs  MD 
(one-year  term  to  expire 
12/31/95,  to  fill  unexpired 
term  of  Daniel  A.  Alvarez 
MD) 


Alternate  Delegate, 
AMA 


Judicial  Council 


Judicial  Council 


Michael  J.  Bradley  DO 
(two-year  term  to  expire 
12/31/96) 

Anis  Saliba  MD 
(three-year  term  to 
expire  11/97) 

Rafael  A.  Zaragoza  MD 
(three-year  term  to 
expire  11/97) 


Elected  Committees 


Board  of  Directors,  Delaware 
Foundation  for  Medical  Services 

(three-year  terms  to  expire  12/31/97) 
Gertrude  Findley-Christian  MD 
Garth  A.  Koniver  MD 
Joseph  A.  Lieberman  III  MD 

Board  of  Directors,  Medical  Society 
of  Delaware  Insurance  Services 

(one-year  terms) 

Robert  G.  Altschuler  MD 
George  Benes  MD 
William  H.  Duncan  MD 
Meryl  Goldhaber  MD 
Stephen  S.  Grubbs  MD 
James  P.  Marvel,  Jr.,  MD 
Thomas  J.  Maxwell  MD 
Mark  A.  Meister 
Stuart  A.  Narrod  MD 


Budget  and  Finance  Committee 

(one-year  terms) 

Anthony  L.  Cucuzzella  MD 
William  H.  Duncan  MD 


J.  Hamilton  Easter  MD 
Stephen  S.  Grubbs  MD 
Joseph  E.  Hacker  III  MD 
Ali  Z.  Hameli  MD 
Garth  A.  Koniver  MD 
Diane  H.  Lubkeman  MD 
E.  Wayne  Martz  MD 
Thomas  J.  Maxwell  MD 
William  L.  Medford,  Jr.,  MD 
Janice  E.  Tildon-Burton  MD 
Robert  J.  Varipapa  MD 
Thomas  S.  Vates  MD 

Committee  on  Ethics 

(one-year  terms) 

Mehdi  Balakhani  MD 

Rhoslyn  J.  BishoffMD 

Judge  William  C.  Bradley 

A.  Douglas  Chervenak  DO 

Garrett  H.  C.  Colmorgen  MD 

Daniel  L.  DePietropaolo  MD 

The  Honorable  Joseph  G.  Di  Pinto 

Paul  T.  Durbin  PhD 

John  J.  Egan  MD 

Beth  N.  Fisher  DO 

Robert  W.  Frelick  MD 

Michael  J.  Guarino  MD 

Robert  E.  Heckman  MD 

Dennis  J.  Hoelzer  MD 

William  L.  Jaffee  MD 

Maurice  Liebesman  MD 

Mr.  James  T.  Lynn 

Edgar  R.  Miller,  Jr.,  MD 

Charles  L.  Minor  MD 

Rev.  Judy  Middleton 

Ananth  P.  Nabha  MD 

William  R.  Nottingham,  Jr.,  MD 

Stephen  R.  Permut  MD 

Edward  F.  Quinn  III  MD 

Harold  S.  Rafal  MD 

Charles  M.  Smith  MD 

Nominees  for  Board  of  Medical  Practice 

(three-year  terms) 

Kent  County 
J.  Hamilton  Easter  MD 
Vicenta  G.  Marquez  MD 
Brett  Elliott  MD 
Francis  A.  Marro  MD 
T.  Noble  Jarrell  III  MD 
Rafael  A.  Zaragoza  MD 
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New  Castle  County 

Michael  A.  Alexander  MD 
James  E.  D’Amour  MD 
Maurice  Liebesman  MD 
Stephanie  Malleus  MD 
Raymond  R.  Noble  MD 
William  R.  Nottingham,  Jr.,  MD 
Sarabeth  T.  Walker  MD 
John  S.  Wills  MD 

Respectfully  submitted, 
Michael  J.  Bradley  DO,  Chairman 
Stephen  S.  Grubbs  MD 
Stuart  A.  Narrod  MD 
Joseph  F.  Rubacky  DO 
Stephen  F.  Wetherill  MD 
Nominating  Committee 

The  report  of  the  Nominating  Commit- 
tee was  adopted. 

Resolutions 

RESOLUTION  94-1,  Chiropractic  Care 
Introduced  by  Lawrence  M.  Markman  MD 

Whereas,  the  practice  of  Chiropractic  is 
generally  not  taught  as  part  of  standard 
undergraduate  or  postgraduate  medical  train- 
ing; and 

Whereas,  Chiropractic  care  is  offered  as  a 
covered  benefit  in  many  health  insurance  and 
managed  care  health  plans;  and 

Whereas,  primary  care  physicians  are 
more  and  more  being  called  upon  to  act  as  gate- 
keepers for  the  administration  of  Chiropractic 
benefits  under  these  plans;  and 

Whereas,  most  primary  care  physicians  do 
not  have  adequate  knowledge  of  Chiropractic 
treatment  to  evaluate  the  optimal  utilization 
or  the  quality  of  this  type  of  treatment;  now 
therefore  be  it 

Resolved,  that  it  is  the  policy  of  the  Medical 
Society  of  Delaware  that  its  members  should 
not  be  called  upon  to  act  as  gatekeepers  and 
administrators  for  Chiropractic  or  other 
alternative  health  care  practices  in  which 
physicians  generally  have  received  little  or  no 
knowledge  or  training;  and  be  it  further 

Resolved,  that  it  is  the  policy  of  the  Medical 
Society  of  Delaware  that  its  members  should 
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not  be  asked  to  assume  direct  or  indirect 
financial  risk  in  managed  health  care  systems 
for  payment  of  benefits  for  Chiropractic  or 
other  alternative  health  care  practices. 

The  reference  committee  recommended 
that  this  resolution  not  be  adopted. 
Comment  during  the  reference  commit- 
tee meeting  supported  the  right  of 
primary  care  physicians  to  monitor  care 
in  managed  care  health  plans  but 
recognized  the  need  for  education  on 
chiropractic  services. 

Resolution  94-1  was  not  adopted  by  the 
House  of  Delegates. 

RESOLUTION  94-2,  Unified  Membership 
— American  Medical  Association 
Introduced  by  Philip  L.  Rothbart  MD 

Whereas,  the  Medical  Society  of  Delaware 
mandates  that  membership  in  the  Society  be 
contingent  upon  concurrent  membership  in 
the  American  Medical  Association  (“Unified 
Membership”);  and 

Whereas,  such  requirement  denies  Dela- 
ware physicians  the  inherent  right  to  seek  or 
shun  membership  in  any  professional  organi- 
zation; and 

Whereas,  such  requirement  burdens  Dela- 
ware physicians  with  involuntary  annual  dues 
expense;  and 

Whereas,  the  interests  and  views  of  the 
Delaware  physician  may  not  be  represented  by 
the  national  organization  whose  membership 
is  imposed  upon  the  Delaware  physician;  and 

Whereas,  only  a small  minority  of  state 
medical  societies  have  opted  for  the  unified 
membership  requirement;  and 

Whereas,  membership  in  the  state  medical 
society  is  of  great  import  to  Delaware 
physicians  and  should  be  permitted  indepen- 
dent of  membership  in  any  national  organiza- 
tion; now  therefore  be  it 

Resolved,  that  the  unified  membership 
requirement  imposed  by  the  Medical  Society  of 
Delaware  be  deleted  from  the  requirements  for 
membership  in  the  Medical  Society  of 
Delaware. 
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The  recommendation  of  the  reference 
committee  after  extensive  discussion  and 
after  reviewing  Resolution  92-4  adopted 
November  20,  1992,  was:  Whereas  Resolu- 
tion 92-4  was  to  provide  for  the 
revalidation  of  unified  membership  ev- 
ery three  years,  and  whereas  the  intent  of 
that  resolution  was  not  to  focus  on  this 
issue  annually,  the  reference  committee 
recommends  Resolution  94-2  not  be 
adopted. 

Resolution  94-2  was  not  adopted  by  the 
House  of  Delegates. 

RESOLUTION  94-3,  Any  Willing  Provider 
Introduced  by  John  T.  Hogan  MD 

Whereas,  health  care  management  com- 
pany regulation  is  decreasing  the  ability  of  our 
patients  to  continue  to  see  the  health  care 
provider  of  their  choice;  and 

Wh  ereas,  this  decreased  ability  has  a 
negative  effect  on  provider-patient  relation- 
ship and  this  tends  to  increase  litigiousness; 
and 

Whereas,  company  policies  decrease  the 
role  of  health  care  provider  to  be  their  patient’s 
best  advocate  in  health  care  matters;  and 

Whereas,  arbitrary  selection  of  some 
providers  and/or  the  exclusion  or  dropping  of 
others  is  used  by  companies  to  decrease 
patients’  access  to  care  and  impi’ove  corporate 
performance;  now  therefore  be  it 

Resolved,  that  this  House  of  Delegates 
request  that  the  Medical  Society  of  Delaware 
exert  all  its  efforts  with  the  state  Legislature  to 
introduce  and  pass  an  Any  Willing  Provider 
Law,  mandating  that  any  and  all  health 
insurance  companies  or  other  entities  includ- 
ing self-insured  groups  in  the  state  of  Delaware 
must  permit  any  duly  licensed  health  care 
provider  to  participate  in  their  plan  so  long  as 
such  provider  abides  by  the  terms,  rules  and 
regulations  of  the  plan,  and  is  accorded  the 
right  of  outside  independent  arbitration  in  the 
event  of  a dispute. 

The  recommendation  of  the  reference 
committee,  which  also  reviewed  and 
recommended  a substitute  for  Resolution 
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94-7,  the  Patient  Protection  Act,  was  that 
Resolution  94-3  not  be  adopted. 

Resolution  94-3  was  not  adopted  by  the 
House  of  Delegates. 

RESOLUTION  94-4,  Mandatory  HIV  Test- 
ing During  Pregnancy  in  the  State  of 
Delaware 

Introduced  by  Garrett  Colmorgen  MD, 
Katherine  L.  Esterly  MD,  John  L.  Stefano 
MD 

Whereas,  approximately  7,000  infants  are 
born  to  HIV-infected  women  in  the  United 
States  each  year;  and 

Whereas,  the  state  of  Delaware  is  one  of  the 
areas  of  highest  incidence  of  HIV  infection;  and 
Whereas,  the  vast  majority  of  HIV-infected 
infants  and  children  acquire  the  virus  by 
maternal-infant  transmission,  either  in  utero, 
during  labor  and  delivery,  or  postpartum  via 
breast  feeding;  and 

Whereas,  Zidovudine  (ZDV)  given  during 
pregnancy  has  been  demonstrated  to  reduce 
the  risk  of  infection  of  the  infant  from  25 
percent  to  8 percent;  now  therefore  be  it 

Resolved,  that  the  state  Legislature 
require  that  all  pregnant  women  be  tested  for 
the  presence  of  HIV  and  offered  treatment 
when  appropriate. 

The  reference  committee  reported  that 
this  resolution  was  extensively  dis- 
cussed, with  valuable  testimony  on  both 
sides  of  this  complex  issue.  The  reference 
committee  recommended  adoption  of  the 
following  substitute  Resolved: 

Resolved.  That  the  standard  of  care  for  all 
pregnant  women  include  routine  coun- 
seling and  testing  for  the  presence  of  HIV, 
with  such  counseling  addressing  both 
testing  and  results  obtained. 

Substitute  Resolution  94-4  (Resolution 
94-4  as  amended  by  the  above  substitute 
Resolved)  was  adopted  by  the  House  of 
Delegates. 
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RESOLUTION  94-5,  Remuneration  for 
Consultative  and  Administrative  Work 
Introduced  by  A.  Neal  DeSanctis,  Jr.,  MD 

Whereas,  the  members  of  the  Medical 
Society  do  regularly  confer  with  patients’ 
family  members  and  consulting  physicians  for 
the  benefit  of  patient  care;  and 

Whereas,  the  members  do  submit  them- 
selves to  night  call  24  hours  a day,  seven  days 
a week  to  advise  and  direct  the  patient  care  in 
homes,  hospitals,  and  other  health  care 
facilities  for  the  maintenance  of  the  patient’s 
health;  and 

Whereas,  the  members  of  the  Society  do 
evaluate  laboratory  data  and  review  charts, 
records,  documents  making  determinations  in 
the  absence  of  the  patient’s  presence  to  direct, 
diagnose,  and  evaluate  patient  problems, 
thereby  maintaining  the  patient’s  health;  and 

Whereas,  the  members  of  the  Society  do 
ever  increasing  amounts  of  administrative 
work,  documentation,  et  cetera,  so  that  other 
nonphysician  ancillary  services  may  be 
secured  and  reimbursed  by  the  patient’s  third- 
party  insurance  carrier,  thereby  maintaining 
the  patient’s  health;  and 

Whereas,  the  members  of  the  Society  are 
routinely  held  responsible  and  liable  for 
rendering  the  above  services;  now  therefore  be 
it 

Resolved,  that  fair  and  equitable  remu- 
neration for  the  above  services  and  for  the 
consultative  and  administrative  burden  placed 
upon  us  be  made  payable  to  said  physician  by 
the  responsible  patient,  government,  or  other 
third-party  assuming  financial  responsibility 
for  the  patient’s  care. 

The  reference  committee  heard  lengthy 
discussion  of  this  issue  and  while  the 
committee  sympathized  and  agreed  with 
the  concept  of  fair  reimbursement  for 
work  performed,  the  resolution  was  felt 
to  be  overly  general  in  its  wording  and 
not  viable  as  stated  and  the  reference 
committee  therefore  recommended  that 
Resolution  94-5  not  be  adopted. 

An  amendment  in  support  of  a substitute 
resolution  with  the  following  Resolveds 
was  offered  from  the  floor: 
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Resolved,  that  the  Medical  Society 
supports  the  development  and/or  imple- 
mentation of  a system  for  the  fair  and 
equitable  remuneration  for  management 
and  administrative  services;  and  be  it 
further 

Resolved,  that  the  Medical  Society 
advance  this  Resolution  to  the  AMA  for 
consideration  at  the  Interim  Meeting  in 
December  1994. 

Substitute  Resolution  94-5  (Resolution 
94-5  as  amended  by  the  above  Resolveds) 
was  adopted  by  the  House  of  Delegates. 

RESOLUTION  94-6,  Data  Bank  for 
Complaints  Against  Legal  Profession 
Introduced  by  Edmund  S.  Scott  DO 

Whereas,  multiple  patients  have  discussed 
the  occurrence  of  attorneys  at  law  being 
involved  in  unethical,  illegal,  and/or  question- 
able situations  necessitating  complaints  to  the 
Bar  Association;  and 

Whereas,  Congress  has  seen  the  necessity 
of  establishing  a Physician  Data  Bank  to 
insure  that  accurate  records  may  be  main- 
tained on  problem  physicians;  and 

Whereas,  there  is  no  dollar  limit  estab- 
lished by  Congress,  nor  minimum  dollar 
amount,  in  the  settlement  of  a malpractice  case 
that  is  reportable  to  the  Physician  Data  Bank; 
and 

Whereas,  a person  is  guaranteed  due 
process  of  law  under  the  Constitution  of  the 
United  States  and  in  order  for  that  person  to  be 
able  to  select  a fully  qualified  attorney,  it  is 
therefore  essential  that  the  person  have  full 
access  to  any  complaints  and/or  problems 
raised  about  any  attorney  that  they  might 
consider  to  represent  them  in  a legal  action; 
now  therefore  be  it 

Resolved,  that  any  complaint  referable  to 
the  legal  profession  be  entered  in  the  Physician 
Data  Bank;  and  be  it  further 

Resolved,  that  the  Physician  Data  Bank  be 
renamed  Attorn ey/Physici an  Data  Bank  so 
that  the  public  may  be  knowledgeable;  and  be  it 
further 

Resolved,  that  the  Medical  Society  of 
Delaware  enact  such  procedures  it  deems 
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necessary  to  see  that  our  legislators  be 
approached  to  have  lawyers  included  in  the 
same  registry  of  the  Physician  Data  Bank  and 
that  lawyers  be  exposed  to  the  same  reporting 
as  that  required  by  physicians;  and  be  it 
furth  er 

Resolved,  that  we  contact  our  local 
congressional  representatives  to  enact  such 
legislation;  and  be  it  further 

Resolved,  that  we  petition  the  American 
Medical  Association  to  appi'oach  Congress  to 
enact  legislation  so  that  lawyers  be  included 
and  lawyers  be  treated  the  same  as  physicians 
are  under  this  act;  and  be  it  further 

Resolved,  that  we  petition  other  states’ 
Medical  Societies  to  approach  Congress  to 
enact  legislation  so  that  lawyers  be  treated  the 
same  as  physicians  are  under  this  act;  and  be  it 
further 

Resolved,  that  any  complaint  against  a 
lawyer  that  is  lodged  at  any  level  - resolved, 
dismissed,  or  “still  under  investigation”  - be 
entered  into  the  Attorney/Physician  Data 
Bank,  so  that  the  legal  profession  does  not  bury 
a complaint  by  foot-dragging  or  time- 
consuming  legal  maneuvers;  and  be  it  further 
Resolved,  that  the  Medical  Society  of 
Delaware  bring  this  recommetidation  to  the 
national  meeting  of  the  AMA  for  their  action 
and  support. 

The  Reference  Committee  recommended 
that  this  resolution  not  be  adopted. 

Resolution  94-6  was  not  adopted  by  the 
House  of  Delegates. 

RESOLUTION  94-7,  Patient  Protection 
Act 

Introduced  by  Michael  J.  Bradley  DO 

Whereas,  managed  care  in  its  various 
forms  is  enrolling  more  patients;  and 

Whereas,  physicians  have  been  excluded 
from  some  managed  care  networks;  and 

Whereas,  patients  have  had  to  switch 
physicians  against  their  will  in  order  to  have 
insurance  coverage;  now  therefore  be  it 

Resolved,  that  the  Medical  Society  of 
Delaware  fully  supports  the  AMA  Patient 
Protection  Act  at  both  the  state  and  national 
level. 
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The  reference  committee  recommended 
that  Resolution  94-7  be  amended  by 
adding  two  additional  Resolveds  so  that 
the  Resolveds  would  read  as  follows: 

Resolved,  that  the  Medical  Society  of 
Delaware  fully  supports  the  AMA  Patient 
Protection  at  both  the  state  and  national 
level;  and  be  it  further 

Resolved,  that  the  Patient  Protection 
Act  be  modified  so  as  to  strengthen  the 
provisions  relating  to  off  panel  benefits 
by  requiring  that  there  be  no  additional 
premium  cost  to  the  patients;  and  be  it 
further 

Resolved,  that  this  Resolution  be 
submitted  to  the  AMA  Interim  Meeting  of 
the  House  of  Delegates  in  December  1994. 

Substitute  Resolution  94-7  (Resolution 
94-7  as  amended  by  the  above  Resolveds) 
was  adopted  by  the  House  of  Delegates. 

RESOLUTION  94-8,  Resolution  to  Amend 
Medical  Society  of  Delaware  Insurance 
Services,  Inc.  Certificate  of  Incorpora- 
tion 

Introduced  by  Medical  Society  of  Dela- 
ware Insurance  Services,  Inc.  Board  of 
Directors 

Wh  ereas,  the  Medical  Society  of  Delaware 
Insurance  Services,  Inc.  was  formed  as  a 
physician-owned  and  controlled  insurance 
agency  to  provide  quality  insurance  products 
to  Delaware  physicians  at  a reasonable  price; 
and 

Whereas,  as  a wholly-owned  subsidiary  of 
the  Medical  Society,  MSDIS  has  financially 
supported  the  activities  of  the  Society  through 
annual  dividends,  thereby  keeping  Medical 
Society  dues  among  the  lowest  of  all  medical 
societies  in  the  nation;  and 

Whereas,  it  is  the  wish  of  the  Board  of 
Trustees  of  the  Medical  Society  of  Delaware 
and  the  Board  of  Directors  of  the  Medical 
Society  of  Delaware  Insurance  Services,  Inc.  to 
ensure  that  dividends  from  MSDIS  are  a 
dependable  source  of  income  and  increase  in 
the  future;  and 


Del  Med  Jrl,  January  1995,  Vol  67  No  1 


Special  Report 


Whereas,  in  order  to  establish  joint 
marketing  arrangements  on  a shared  commis- 
sion basis  with  other  professional  societies  in 
the  state,  it  is  necessary  under  Section  242  of 
the  General  Corporation  Law  of  the  State  of 
Delaware  to  make  provision  for  stock 
ownership  in  MSDIS  for  such  professional 
societies;  and 

Whereas,  an  amendment  to  the  MSDIS 
Certificate  of  Incorporation  creating  additional 
shares  of  stock  for  this  purpose  must  be  filed 
with  the  Secretary  of  State  and  approved  by 
the  Insurance  Department;  and 

Whereas,  all  stock  to  be  sold  to  other 
professional  societies  will  be  non-voting  with 
limited  powers  and  can  be  redeemed  by  MSDIS 
at  any  time  for  any  reason  by  simply  calling  the 
shares  of  stock  and  purchasing  such  shares  at 
their  original  sales  price;  and 

Whereas,  such  sale  of  stock  to  other 
professional  societies  will  never  minimize  the 
Society’s  majority  ownership  of  MSDIS;  and 
Whereas,  the  Board  of  Trustees  of  the 
Medical  Society  of  Delaware  and  the  Board  of 
Directors  of  the  Medical  Society  of  Delaware 
Insurance  Services,  Inc.  have  approved  the 
following  resolve  and  unanimously  recom- 
mend its  adoption  by  the  House  of  Delegates; 
and 

Wh  ereas,  the  undersigned,  representing 
those  who  together  hold  100%  of  the 
outstanding  stock  of  the  Medical  Society  of 
Delaware  Insurance  Services,  Inc.,  hereby 
notes  their  consent  to  and  adoption  of  the 
following  resolution,  now  therefore  be  it 

Resolved,  that  the  Certificate  of  Incorpora- 
tion of  the  corporation  be  amended  by  striking 
Article  Fourth  in  its  entirety  and  replacing 
therefore;  and 

Fourth,  the  total  number  of  shares  of  stock 
which  the  corporation  is  authorized  to  issue  is 
five  thousand  (5,000)  shares  of  common  stock, 
par  value  one  cent  ($0.01)  per  share.  The  Board 
of  Directors  is  authorized  to  establish  one  or 
more  classes  or  series  of  stock  having  such 
voting  powers,  full  or  limited,  or  no  voting 
powers  and  such  designations,  preferences  and 
relative,  participating,  optional  or  other 
special  rights  and  qualifications,  limitation  or 
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restrictions  as  is  deemed  appropriate. 

Thomas  J.  Maxwell  MD 
President 

The  reference  committee  recommended 
that  this  resolution  be  adopted.  Resolu- 
tion 94-8  was  adopted  by  the  House  of 
Delegates. 

RESOLUTION  94-9,  Amendment  of  Dela- 
ware Law  Regarding  Physician  Report- 
ing of  Epileptic  Drivers 
Introduced  by  Alan  J.  Fink  MD 

Whereas,  questions  have  arisen  regarding 
the  present  Delaware  law  requiring  physicians 
attending  or  treating  epilepsy  to  report  within 
one  week  to  the  Division  of  Motor  Vehicles  the 
names,  ages  and  addresses  of  all  persons 
treated  as  cases  of  epilepsy;  and 

Whereas,  there  is  a need  to  protect  the 
public  by  appropriate  restrictions  on  drivers 
with  medical  conditions  that  impair  their 
ability  to  drive;  and 

Whereas,  physicians  should  be  protected 
from  breach  of  confidentiality  lawsuits  filed  by 
patients;  now  therefore  be  it 

Resolved,  that  the  Medical  Society  of 
Delaware  form  a committee  to  review  the 
driving  laws  regarding  medically  impaired 
drivers  in  the  other  49  states  and  to  set  aside 
the  two  or  three  best  models  as  a major 
framework  to  restructure  the  Delaware  State 
law;  and  be  it  further 

Resolved,  that  from  this  body  of  knowledge 
the  following  should  be  preserved: 

a)  The  responsibility  of  reporting  medical 
problems  that  affect  the  patient’s 
ability  to  drive  should  lie  with  the 
patient. 

b)  Doctors  should  supply  the  Department 
of  Motor  Vehicles  with  all  pertinent 
medical  information  upon  request,  but 
not  be  responsible  for  the  reporting  of 
medically  impaired  patients. 

c)  Doctors  should  report  patients  to  the 
Department  of  Motor  Vehicles  if  they 
have  a significantly  deteriorating 
medical  condition  that  would  pose  a 
danger  to  other  drivers. 
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d)  Physicians  should  be  automatically 
protected  from  breach  of  confidential- 
ity lawsuits  filed  by  patients. 

e)  If  a physician  is  asked  for  an  opinion  as 
to  whether  or  not  an  individual  may 
drive  and  the  individual  at  a later  date 
is  involved  in  an  accident,  then  the 
physician  should  be  legally  held 
harmless.  Delaware  should  have  a 
Medical  Advisory  Board  composed  of 
appropriate  consultants  in  each  of  the 
specialties  that  would  be  concerned 
with  medical  decisions  that  commonly 
interface  with  the  impaired  driver. 

D The  restrictions  and  loss  of  license 
penalties  should  be  the  same  for  drunk 
drivers  as  they  are  for  drivers  found 
with  illicit  drug  levels. 

g)  The  Department  of  Motor  Vehicles 
should  have  a marketing  program  to 
increase  drivers’  knowledge  of  require- 
ments to  report  specific  medical 
conditions.  The  written  driving  tests 
should  include  specifics  based  on  this 
revised  impaired  driver  act. 

h)  Every  newly  licensed  physician  should 
be  supplied  with  the  Impaired  Driver 
law  stating  his/her  responsibility  to  not 
report  or  when  to  report. 

i)  The  State  should  have  an  ongoing 
study  as  to  how  to  improve  self- 
reporting  amongst  impaired  drivers. 
And  be  it  further 


Resolved,  that  references  in  the  Medical 
Practice  Act  that  refer  to  impaired  drivers 
should  be  deleted  and  the  law  should  be 
encased  under  the  driving  codes  in  one  specific 
place  rather  than  distributed  throughout 
different  sections  of  law. 

The  Reference  Committee  recommended 
adoption  of  the  following  substitute 
Resolved; 

Resolved,  that  the  issue  be  referred  to 
the  Public  Laws  Committee  and  reviewed 
for  clarification  of  existing  Delaware  law 
by  the  legal  counsel  of  the  Medical 
Society  of  Delaware. 

Substitute  Resolution  94-9  (Resolu- 
tion 94-9  as  amended  by  the  above 
substitute  Resolved)  was  adopted  by  the 
House  of  Delegates. 

The  remainder  of  the  reports  consid- 
ered at  the  House  of  Delegates  meeting 
will  be  published  in  the  February  1995 
issue  of  the  Delaware  Medical  Journal. 

The  complete  report  of  the  Proceed- 
ings of  the  1994  House  of  Delegates  is  on 
file  at  the  Medical  Society  office  and  is 
available  to  members. 
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Corrections  to  Last  Month’s 
Discussion  on  Mammography  Reports 


Although  the  Journal’s  editorial  staff  does  its 
best  to  produce  a publication  as  near-perfect  as 
it  can,  sometimes  mistakes  are  made.  These 
letters  were  printed  in  last  month’s  Journal 
with  a number  of  significant  errors.  We  are 
reprinting  them  here  in  their  entirety  for  our 
readers’  benefit  and  as  an  apology  to  the  au- 
thors, Drs.  Glassman,  Tally  and  Rosenbaum. 

Dr.  Glassman  Responds 

I am  grossly  offended  by  the  laxity  of 
surveillance  that  went  into  the  editing  of  the 
letter  that  I wrote  to  the  Editor  in  the 
December  1994  issue  of  the  Delaware  Medical 
Journal.  I am  submitting  a photocopy  of 
mistakes.  I don’t  know  how  this  can  be 
corrected.  I don’t  see  any  way  that  anybody 
who  read  this  article  would  know  what  I was 
suggesting.  I think  that  it  was  a total  waste  of 
my  time  and  I don’t  intend  to  write  any  more 
articles  for  the  Journal  with  such  poor  editing 
and  supervision. 

Carl  I.  Glassman  MD 


Covering  Your  Butt 

The  litigious  society  in  which  the  practice  of 
medicine  finds  itself  has  spawned  several 
fanny-covering  practices,  one  of  which  I find 
intolerable. 

Let  me  quote  from  a recent  mammography 
report  I received  on  a patient  referred  to  me  by 
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her  family  physician.  The  patient’s  breasts 
were  without  abnormal  physical  findings, 
“....there  is  an  area  of  increased  density 
present  in  approximately  the  six 
o’clock  position.  The  finding  is  nonspe- 
cific, but  the  change  is  disturbing.  I 
would  suggest  the  patient  have 
surgical  consultation  for  further  evalu- 
ation of  this  nodule  as  the  possibility  of 
malignancy  cannot  be  excluded.” 

What  in  the  world  can  the  surgeon  say  or 
do  in  “consultation”?  Is  the  radiologist 
suggesting  that  the  surgeon  can,  with  greater 
confidence  than  the  radiologist,  read  the  films 
and  decide  that  the  mass  is  benign  or 
malignant?  I thought  that  was  the  province  of 
the  radiologist!  Is  the  radiologist  suggesting 
that  the  surgeon  can  divine  the  nature  of  the 
lesion?  Or  is  the  radiologist  saying,  “I  can’t  be 
sure.  I want  to  cover  my  butt.  Let  me  put  the 
onus  on  the  surgeon  ....  let  him  make  the 
decision”?  The  same  questions  can  be  raised  in 
reports  that  state,  “However,  since  the  mass  is 
solid,  a malignancy  cannot  be  excluded. 
Approximately  10  percent  to  15  percent  of 
breast  cancers  are  not  detected  by 
mammography.  Management  of  a palpable 
abnormality  must  be  based  on  clinical 
grounds.”  These  are  all  intended  to  put  the 
onus  on  the  surgeon.  With  such  reports,  the 
surgeon  is  forced  to  make  only  one  decision  — 
to  operate.  He  cannot  take  the  chance  that  five 
years  later  the  patient  he  did  not  operate  will 
come  down  with  a cancer  of  the  breast  for 
which  he  will  be  held  responsible. 

There  are  several  radiologists  in  town  who 
have  the  courage  to  call  the  shots  as  they  see 
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them  — without  equivocation.  Some  will  even 
review  the  “hedged”  reports  of  other  radiolo- 
gists and  dictate  more  specific  reports.  They  do 
this  without  being  paid  for  the  service.  I’m 
willing  to  direct  my  patients  to  these 
radiologists.  Unfortunately,  non-su7-geons  who 
send  their  patients  for  mammograms  are  not  as 
keenly  aware  of  this  problem  as  are  the 
surgeons. 

I feel  our  radiology  colleagues  should 
tighten  their  ship  and  we  should  all  demand 
more  responsible  readings  from  them. 

Carl  I.  Classman  MD 

The  Mammography  Report: 
Communication  Problems 

“Then  you  should  say  what  you  mean,”  the 
March  Hare  went  on.  “I  do,”  Alice  hastily 
replied;  “at  least  — at  least,  I mean  what  I say 
— that’s  the  same  thing,  you  know.” 

Lewis  Carroll 
Alice's  Adventures  in  Wonderland 

In  this  issue  of  the  Delaware  Medical 
Journal,  Dr.  Carl  Classman’s  provocative 
letter  to  the  editor  raises  important  issues  that 
challenge  the  many  physicians  in  Delaware 
who  see  and  treat  patients  with  breast 
disorders.  His  questions  are  fair.  In  colorful 
language,  he  decries  the  tone,  the  implication 
of  certain  phrases,  and  the  quasi-legal  nature 
of  what  may  be  a significant  percent  of 
mammography  reports.  That  is,  they  sound 
and  read  more  like  a legal  brief  than  a medical 
consultant’s  opinion  and  report.  As  the  March 
Hare  intoned  in  Alice’s  story,  he  wants 
radiologists  to  say  what  they  mean.  What  Dr. 
Classman  seeks  is  laudable;  both  precision  in 
diagnosis  and  communication.  An  apparent 
deflection  of  legal  responsibility  to  the  surgeon 
equally  disturbs  him. 

If  a failure  of  communication  arises  out  of  a 
mammography  report,  then  the  radiologist  has 
failed  to  convey  information  adequately  or  the 
physician  who  reads  the  report  has  misinter- 
preted what  was  said;  either  can  result  in  a 
deficiency  in  medical  care.  A clear,  concise 
mammography  report  is  the  foundation  of 
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effective  communication  between  the  radiolo- 
gist and  the  referring  physician.  However, 
what  constitutes  an  informative  mammography 
report  is  unclear.  Although  it  has  been  alluded 
to,  it  has  never  been  defined.  For  many 
clinicians,  perhaps  it  echoes  the  sentiments  of 
what  the  late  Supreme  Court  Justice  Potter 
Stewart  said  when  asked  to  define  pornogra- 
phy — “I’ll  know  it  when  I see  it.”  When 
crafting  a mammography  report,  or  any 
consultant’s  opinion  for  that  matter,  one 
should  not  merely  be  understood;  but,  more 
importantly,  one  should  not  be  misunderstood. 

Although  a number  of  articles  in  the 
medical  literature  have  addressed  such  vital 
mammographic  issues  as  technical  image 
quality,  quality  control  and  the  training  and 
qualifications  of  personnel,  there  is  scant 
discussion  of  the  language  and  phrasing,  and 
theirimplicationsfor  care,  ofthe  mammography 
report.  Kopans  believes,  “the  ability  of  the 
radiologist  to  communicate  these  results  (of 
the  mammogram)  to  the  managing  physician  is 
an  often  neglected  area.”  Research  efforts  that 
focus  on  this  aspect  of  mammography  would  be 
of  interest. 

The  recent  regulations  detailed  in  the 
Mammography  Quality  Standards  Act  require 
mammography  facilities  to  institute  quality 
assurance  audits  and  to  track  outcome  data  on 
patients  with  positive  mammograms.  While 
the  American  College  of  Radiology  (ACR) 
reviews  submitted  clinical  images  as  part  of  its 
accreditation  process,  it  does  not  review 
selected  mammography  reports  for  the 
appropriateness  of  content.  The  new  FDA 
requirements  define  the  technical  aspects  of 
quality  mammography  but  they  do  not  focus  on 
communication  expertise  or  on  the  clarity  of 
mammography  reports. 

The  ACR’s  newly  introduced  Breast 
Imaging  Reporting  and  Database  System 
includes  a breast  imaging  lexicon.  The  lexicon 
includes  commonly  understood  terms  used  in 
reporting  a mammogram.  Such  terms  as  mass, 
density  and  type  of  calcification  are  defined. 
The  ACR  advocates  the  use  of  this  lexicon  and 
believes  that  its  adoption  will  lessen  some  of 
the  confusion  over  terminology. 

Probably  no  area  of  mammography  is  more 
difficult  and  creates  more  concern  than  the 
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final  characterization  of  a mammographic 
abnormality.  The  ACR’s  reporting  system 
allows  mammograms  to  be  placed  in  five 
diagnostic  categories.  They  are;  negative, 
benign  finding,  probably  benign  (follow-up 
advised),  suspicious  abnormality  (biopsy  to  be 
considered)  and  highly  suggestive  of  malig- 
nancy. 

The  distinction  between  “probably  benign” 
and  “suspicious  abnormality”  creates  the  most 
difficulty.  The  diagnostic  lines  may  blur 
between  these  categories.  What  one  radiologist 
may  call  probably  benign,  another  may 
categorize  as  suspicious  for  malignancy. 
Reasonable  differences  of  opinion  do  occur  in 
medicine.  Ferris  Hall,  a Boston  radiologist, 
believes  that  problems  often  arise  from  over- 
interpretation rather  than  under-interpreta- 
tion. He  thinks  that  far  too  many  breast  lesions 
with  a high  likelihood  of  benignity  are  biopsied. 
It  must  be  understood  that  the  “probably 
benign”  category  includes  breast  abnormalities 
that  on  follow-up  are  shown  to  be  carcinoma. 
For  instance,  a well-defined  1-cm  nodular 
breast  mass  has  an  estimated  2 percent  chance 
of  malignancy.  Both  the  referring  physician 
and  the  patient  should  be  aware  of  this. 

James  Kilpatrick,  the  essayist  and  word 
master,  believes  that  communication  fails 
solely  for  want  of  a common  vocabulary.  He 
believes  that  communication, “often  is  not 
exactly  lost;  it  is  mislaid.”  To  the  essayist,  a 
misplaced  modifier  may  leave  the  reader 
momentarily  puzzled;  to  the  clinician,  an 
unclear  phrase  in  a mammogram  report  may 
lead  to  a delay  in  diagnosis  or  an  inadvisable 
course  of  action.  The  attempt  by  the  ACR  to 
implement  the  standardized  dictionary  of 
terms  for  use  in  mammography  should  lay  the 
ground  work  for  a common  vocabulary. 

Surely,  it  must  be  conceded  that  defensive 
medicine  is  an  unfortunate  way  of  life  for 
American  physicians;  the  question  is,  how  to 
practice  it.  Since  failure  to  diagnose  breast 
cancer  is  one  of  the  most  common  causes  of 
medical  malpractice  suits,  it  should  be  of 
concern  to  those  physicians  who  diagnose  and 
treat  patients  with  breast  disorders.  Lawyers 
line  the  sidelines  of  medicine  to  second  guess 
medical  decisions  and  retrospectively  review 
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mammograms  later  shown  to  harbor  a 
malignancy.  Ferris  Hall  believes  that  the 
threat  of  litigation  frequently  prompts  biopsies 
of  mammographic  detected  lesions  that  are 
often  labeled  “probably  benign.”  You  may  think 
that  ambiguous  statements  or  hedges  would 
legally  protect  a mammographer;  we  reject 
that  notion.  We  are  reminded  of  the  sobering 
aphorism,  “Ambiguity  is  the  marble  from 
which  the  plaintiffs  attorney  will  sculpt  a 
malpractice  case.” 

Excellence  in  mammography  mandates 
mutual  trust  and  confidence  as  well  as  close 
collaboration  and  open  channels  of  communi- 
cation between  the  radiologist,  the  surgeon 
and  the  patient.  It  necessitates  an  understand- 
ing and  appreciation  of  what  the  other 
specialty  is  doing  and  respect  for  their 
expertise.  To  maintain  clear  avenues  of 
understanding,  the  radiologist  should  avoid 
terms  such  as  “malignancy  cannot  be  excluded” 
or  “surgical  consultation  is  suggested”.  For 
mammographic  lesions  that  clearly  belong  in 
the  “probably  benign”  category  the  surgeon 
should  ideally  seek  a second  opinion  more  often 
as  an  alternative  to  the  biopsy  of  lesions  with  a 
very  low  probability  of  malignancy. 

We,  the  medical  community  of  Delaware, 
are  in  the  battle  to  win  breast  cancer  together; 
let’s  not  let  a failure  to  communicate  get  in  the 
way  of  confronting  a major  health  problem  for 
women. 
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WHEN  ITS  TIME  TO  SELECT  AN 
ELECTRONIC  BILLING  SYSTEM 
FOR  YOUR  PRACTICE,  TAKE 
SOME  GOOD  ADVICE  FROM  AN 
EXPERT  ON  THE  SUBJECT. 


UP 

lendor 

Spotlight 


STI  Computer  Services,  Inc, 


STI  Computer  Services  is  a VIP  'Preferred' vendor  with 
300  practices  currently  submitting  Medicare  claims  elec- 
tronically. STI  sold  its  first  Perfect  Care  Medical  System 
in  1984  to  a diabetes  specialty  practice  based  in  Prince- 
ton, New  Jersey.  That  system  is  still  being  used  today. 
STI  Perfect  Care  is  a comprehensive  practice  manage- 
ment system  that  offers  everything  you  need  to  comput- 
erize your  practice  — from  appointment  scheduling 
through  clinical  records.  The  system  provides  your  prac- 
tice future  growth  capabilities  using  the  DOS  operating 
system.  For  example,  currently  installed  practices  range 
from  single  computers  in  small  practices,  to  large  group 
practices  with  25  workstations  and  multiple  remote  of- 
fice locations  tied  into  the  system.  For  more  information, 
call  1-215-768-9030,  or  contact: 

Corporate  Office: 

Joseph  M.  Cerra  • STI  Computer  Services,  Inc. 

1150  First  Avenue,  Suite  620  • King  of  Prussia,  PA  19406 


Reprinted  with  Permission  from  the  Medicare  Report, 
November  1993.  © 1993  Pennsyivania  Biue  Shieid. 


The 

Silent  J^gacy? 


Diagnosis  & Treatment  of  Osteoporosis 

Latest  Diagnostic  Equipment 
Multiple  Imaging  Modalities 
Modem  Therapeutics 
25  years  of  Experience 
Nutrition  Counseling  Available 

Osteoporosis  Health  Center  ot  Delaware 

Delaware  Nuclear  Medicine 
330  Christiana  Medical  Center  • Newark,  DE  19702 
(Across  from  Christiana  Mall) 

(302)  368-3000 

Robert  L.  Meckelnburg,  MD,  FACP,  FACNP,  Director 


SOUTHERN  NEW  JERSEY 

BE/BC  family  practitioners  needed 
for  community  health  centers.  Our 
caring  approach  emphasizes  primary 
and  preventative  care.  Regular 
hours,  competitive  salary  and 
benefits.  Qualifies  for  HPSA,  state 
and  federal  loan  repayment.  All  sites 
within  45  minutes  of  Philadelphia  or 
Wilmington.  Individuals  seeking  to 
make  a difference,  contact: 

Christine  Ross,  R.N. 

1-800-776-5776 

or  fax  CV  with  cover  letter  to: 
314-863-1327 


V / 


WOMENS.  IMAGING  CENTED 


OB'GYTi,  ABDOmnAL  AISD  BREAST  ULTRASOUISD 
EIHDOVAGESAL  SCAISmSG 


BREAST  ASFIRATiOIS  OF  SOLID  AISD  CYSTIC  MASSES 
UlSDER  ULTRASOISIC  GUIDAISCE 

AMISIOCEISTESIS 

cnoRionac  villi  samflbsg  program* 

WITH  GEISETIC  GUIDAISCE  COUISSELHSG 

*Affiliated  with  the  Medical  Center  of  Delaware 
and  Jefferson  Medical  College 


J24-26  Omega  Drive 
riewark,  Delaware  19713 

(302)  738-9100 


HOURS:  Mon.  to  Fri.  8AM  - 5FM  • Wed.  8AM  - 8FM  • Sat.  8AM  - IFM 
Radiology  Consultants: 

Steven  Edell,  D.O.,  F.A.C.R.  Christine  Dietrich,  M.D.  Barbara  Peters,  M.D. 

Susan  Barnes,  M.D.  Anthony  Scola,  M.D.  Anne  Lee,  M.D. 

Accredited  by  the  American  College  of  Radiology 


OrANOpomoH 

nmuMua 

KwftflAEIlIR 


As  an  Air  Force  Reserve  physician, 
you'll  experience  all  the  rewards  of 
providing  care.  And  then  some. 


Because  as  part  of  our  nation's  vital 
defense  team,  you'll  help  protect 
the  strength  and  pride  of  America. 

In  the  Air  Force  Reserve,  you'll  feel 
the  excitement  a change  of  pace 
brings  as  you  gain  the  prestige  of 
military  rank  and  the  privilege  of 
working  with  some  of  the  world's 
best  medical  professionals.  And, 
you  can  update  your  knowledge 
through  the  Air  Force  Reserve's 
wide  selection  of  continuing  edu- 
cational opportunities. 

With  our  new,  flexible  schedule 
programs,  it's  never  been  easier  to 
give  something  back  to  your 
country. 

The  Air  Force  Reserve.  It's  a great 
way  to  serve. 

CaU:  (800)282-1390 
0^  write  To: 

KimMalhew 
3720FetchetAve 
Suite  16 

Andrews  AFB,  MD  20331-5157 


25-501-0009 


A GREAT  WAY  TO  SERVE 


MSD  MONTHLY  ACTIVITIES 


Working  for  You: 
November  1994 


This  feature  was  instituted  in  September’s  Journal  in  response  to  the  question,  “Just  what  does 
the  MSD  staff  and  leadership  do?”  Each  month  we  will  describe  how  your  MSD  staff  and  leader- 
ship are  serving  you.  It  is  hoped  that  this  will  help  increase  awareness  of  how  involved  your 
state  medical  society  is  on  your  behalf. 


Leadership  Activities 

Thomas  J.  Maxwell  MD,  David  Plan  MD, 

Mark  A.  Meister  and  Laurel  A.  Hiding  attended 
a press  eon  Terence  for  Doctor/Lawyer  Educa- 
tion Day  at  the  Wilmington  High  School 
Library 

A meeting  was  held  with  Phil  Soule,  Director 
of  Delaware  Medicaid,  to  discuss  managed  care 
and  VIP. 

David  Epstein  MD  met  with  Delaware  First 
Lady  Martha  Ciuper  to  discuss  childhood 
immunization  program. 

Miak  A.  Meister  represented  Dr.  Maxwell  at 
the  United  Way  Reception  at  the  Wilmington 
Country  Club 

Quiuteiiy  meeting  with  DuPont/Aetna 
Miuk  A.  Meister  met  with  HCFA  consultants 
evaluating  the  Nemours  Pediatric  Clinics 
Michael  J.  Bradley  DO,  Thomas  J.  Maxwell, 
Jorge  A.  Pereira-Ogiui  MD,  Phil  Corrozi, 
Beverly  J.  Dieffenbach,  and  Maik  A.  Meister 
attended  a legislative  strategy  session  to  discuss 
legislative  priorities  for  199.S. 

Bimonthly  meeting  with  Delawtue  Heidth  and 
Social  Services  Secretary  Cimnen  Naziuio, 
including  Michael  J.  Bradley  DO,  Paul  Howard 
MD,  iutd  Miuk  A.  Mei.ster. 

Meeting  with  Chamber  of  Commerce  and 
Aetna,  Michael  J.  Bradley  DO,  Stephen  R. 
Permut  MD,  Thomas  J.  Maxwell  MD,  and 
Miuk  A.  Meister. 


Michael  J.  Bradley  DO,  Steven  R.  Permut  MD 
and  M.  Meister  represented  MSD  at  Associa- 
tion of  Delaware  Hospitals  Annual  Meeting  and 
participated  in  roundtable  discussion  with 
Governor  Carper  regarding  healthcare  reform. 

Physicians’  Advocacy  Program  Activities 

Held  the  second  of  two  Managed  Care  Update 
workshops;  this  session,  held  at  Del  Tech’s 
Dover  campus,  attracted  20  Society  members 
and  members  of  their  office  staffs 
M.  Meister  and  J.  Siwek  met  with  Bonnie 
Keyser,  President  of  Delaware  Medical  Group 
Management  Association. 

Conducted  an  in-service  in  a member's  office 
on  how  to  handle  worker  comp  and  auto 
accident  claims  most  effectively. 

Consulted  in  a physician’s  office  about  ac- 
counts receivable  management. 

Handled  telephone  inquiries  about:  CPT 
coding,  personnel  manuals,  STARK  II. 

Voluntary  Initiative  Program  Activities 

Referred  1 10  Medicaid  patients  to  VIP  partici- 
pating physicians. 

Met  with  Stellimann  Kaissey  and  Dr.  Gill 
regarding  data  requirements  of  phase  II  of  the 
DHCC  evaluation  of  VIP 

Continuing  Medical  Education  Activities 

Sponsored  16  educational  activities  for  Cat- 
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MSD  Monthly  Activities 


egory  1 crodil. 

Major  Meetings 

New  Castle  County  Boiud  of  Directors 
Delawiue  Health  Ciu'e  Commission 
American  College  of  Surgeons  Dinner  Dance 
Physicians'  Health  Committee 
Cost  Containment  Committee 
Mediciil  Care  Advisory  Committee 
Delawiue  Medical  Education  Foundation,  Ltd. 
Boiud  of  Directors 

Subcommittee  on  Physician  Office  Computer- 
ization Workshop 

Psychiatric  Society  Council  Meeting  and 
“Managed  Care  & Ethics”  Program 
Kent  County  Medical  Society  Quaiterly 
Meeting 

Delawiue  Health  Ctire  Commission  Monitoring 

and  Oversight  Committee 

Delawiu'e  Society  of  Internal  Medicine 

New  Castle  County  Medical  Society  Quarterly 

Meeting 

MSD  House  of  Delegates 

MSD  Scientific  Session 

School  Health  Committee 

Sussex  County  Medical  Society  Executive 

Committee 


K§ntmere 

A Not-for-profit 

Community  Nursing  Care  Center 

Love.  Compassion.  Companionship. 

Creative  activity.  A warm  comfortable 
homelike  atmosphere  for  hundreds  of 
men  and  women  since  1901.  Skilled  and 
Intermediate  Care.  Special  Care  for 
Alzheimer's  patients. 

We  re  Medicaid  and  Medicare 
approved.  When  you  need  a nursing 
care  center  for  one  of  your  patients, 
consider  Kentmere.  For  information 
call  Yvonne  Dinneen  at  302/652-3311. 

Operated  by  The  Home  of  Merciful  Rest  Society,  Inc. 

A Caring  Environment 
Since  1901 

1900  Lovehng  Avenue  Wilmington.  Delaware 


PAPASTAVROS' 

ASSOCIATES 

MEDICAL  IMAGING 


Garth  A.  Koniver,  M.D.,  FA.C.R. 
Thomas  W.  Fiss,  Jr.,  M.D. 

Majid  Mansoory,  M.D. 
Stephen  J.  Lawless,  M.D. 
John  D.  McAllister,  II,  M.D. 
James  A.  Murphy,  M.D. 


• X-RAY  • MRI  SCANNING 

• ULTRASOUND  • ECHOCARDIOLOGY 

• NUCLEAR  MEDICINE  • MAMMOGRAPHY 

e STRESS  CARDIAC  IMAGING 

• SPIRAL  (SINGLE  BREATH  HOLD) 

CAT  SCANNING 


FULL  SERVICE  IMAGING  CENTERS 
LOCATED  AT: 


1701  Augustine  CutOff 
Suite  100 

Professional  Building  IV 
Wiimington,  DE  19803 


Drummond  Plaza 
Office  Park 
40  Polly  Drummond 
Hill  Road 
Newark,  DE  19711 


Other  Convenient  Locations 

1508  Pennsylvania  Avenue  655-4042 

2700  Silverside  Road  478-1100 

1805  Foulk  Road  475-8036 

420  Christiana  Medical  Center  368-3959 

1320  Philadelphia  Pike  792-2529 

1941  Limestone  Medical  Bldg.  992-0502 

1502  Delaware  Street,  New  Castle  328-1502 
2600  Summit  Bridge  Road  836-8350 

16  Omega  Drve  Bldg,  B-89  738-5500 

5317  Limestone  Road  239-9415 

550  Stanton-Christiana  Road  633-9910 
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IN  BRIEF 


Infectious  Disease  Symposium 

The  32nd  annual  Infectious  Disease  Symposium  will  be  held  May  2-4,  1995,  at  the  Delaware 
Academy  of  Medicine.  For  further  information  contact  William  J.  Holloway  MD,  Director  of 
Infectious  Disease  Research  Laboratory  at  the  Medical  Center  of  Delaware,  501  West  14th  Street, 
Wilmington,  DE  19899;  (302)  428-2744. 

Rheumatology  Update  Slated  for  March 

The  1995  Rheumatology  Update  will  be  held  at  the  Academy  of  Medicine  on  March  14,  1995.  This 
annual  symposium  will  provide  CME  credits  for  physicians  and  contact  hours  for  nurses.  Leonard 
Sigal  MD  will  discuss  “Controversy  in  the  Diagnosis  and  Management  of  Lyme  Disease”;  Marvin 
Steinberg  MD  will  discuss  “Avascular  Necrosis  of  the  Hip;  Donald  Goldsmith  MD  will  discuss 
“Noninflammatory  Causes  of  Joint  and  Bone  Pain  in  Children”;  and  Mark  Schweitzer  MD  will 
discuss  “MRI  Imaging  of  Rheumatic  Diseases.”  This  conference  is  sponsored  by  the  Arthritis 
Foundation  and  preregistration  is  required.  Call  1-800-292-9599  to  request  a registration  form. 

March  of  Dimes  Medical  Conference 

The  South  Florida  Chapter  March  of  Dimes  Birth  Defects  Foundation  will  be  presenting 
“Incorporating  Contemporary  Genetics  into  Your  Practice,”  January  19-21,  1995,  at  The  Breakers 
Hotel,  Palm  Beach,  Florida.  Up  to  11.25  CME  credits  will  be  available  through  the  University  of 
Florida  College  of  Medicine. 

Volunteer  Physicians  Needed 

The  Delaware  Coalition  for  Bosnia  is  seeking  physicians  to  volunteer  their  services  for  refugee 
famili  es  in  the  Delaware  area.  Anyone  interested  in  helping  this  worthy  cause  is  encouraged  to 
contplete  the  form  below  and  return  it  to:  Delaware  Coalition  for  Bosnia,  c/o  JFD,  101  Garden  of 
Eden  Rd.,  Wilmington,  DE  19803.  For  additional  information  please  contact  Betty  Westenbroek 
at  475-4647. 

Name: Specialty: 


Address: 


Phone  Number: 
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“I  want 

Ashley  has  cancer.  It  sounds  like  such  a 
grown-up  disease,  but  each  year,  more  than 
6,000  American  children  are  stricken  with 
cancer. 

Ashley,  and  thousands  of  others  like  her, 
will  have  a chance  to  beat  cancer  because  of 
the  research  and  treatments  developed  at 
St.  Jude  Children’s  Research  Hospital. 

The  scientists  and  doctors  at  St.  Jude 
Hospital  will  keep  fighting  childhood  cancer 


to  live.” 

until  every  child  can  be  saved. 

This  life-saving  research  at  St.  Jude  is 
made  possible  by  public  contributions. 

To  find  out  more,  please  write  to  St.  Jude 
Hospital,  P.O.  Box  3704,  Memphis,  TN 
38103,  or  call  1-800-877-5833. 

ST.  JUDE  CHILDREN'S 
^ m RESEARCH  HOSPITAL 

Danny  Thomas,  Founder 


COMFORTABLE  SENIOR  LIVING  WITH  A PERSONAL  TOUCH 

With  a little  help... 

I do  just  fine  now 

Whenever  I need  a little  help  with  daily  tasks,  the 
wonderful  staff  at  The  Lorelton  is  here  for  me.  As  an 
assisted  living  resident  1 get  extra  help,  but  I still 
enjoy  my  independence.  My  apartment  is  bright  and 
spacious,  and  the  home-cooked  meals  are  absolutely 
delicious.  Best  of  all  is  my  peace  of  mind.  1 just  love... 

^LORELTON 

2200  WEST  FOURTH  • WILMINGTON,  DE  19805-3324 
SHORT  AND  LONG  TERM  INDEPENDENT  AND  ASSISTED  LIVING 

Call  today  for  details— (302)  573-3580 


SHALLCROSS 

PHYSICAL  THERAPY 


Providing  Quality  Personable  Care 

• Physical  Therapy 

• Pool  Therapy 

Mike  Deminski,  M.S.^  P.T. 

Physical  Therapist 


1228  N.  Scott  St.  • Wilmington,  DE  19806 
(off  Pennsylvania  Ave.) 

651-7993 


“I  have  never  gotten  used  to  people  dying.  And  I don’t 
want  to  get  used  to  it.” 


Dr.  Aliza  Lifshitz,  Internist,  Los  Angeles,  California,  Member,  American  Medical  Association 


Patients  come  to  physicians  for  many  reasons. 
Beyond  relief  from  pain,  they  seek  compassion, 
empathy  and  support.  AIDS  patients  receive  all  of 
these  and  more  from  Dr.  Aliza  Lifshitz. 

Bom  and  raised  in  Mexico  and  educated  at  one  of 
Mexico  City’s  finest  medical  schools.  Dr.  Lifshitz  now 
serves  the  Hispanic  community  in  Southern  CaMomia. 
Over  a third  of  her  patients  have  tested  HIV  positive. 
Most  live  below  the  poverty  level.  Many  are  illegal  aliens. 

“I  never  forget  what  it  means  to  be  a doctor,  and 
what  it  means  is  embodied  in  the  Principles  of  Medical 


Ethics  of  the  American  Medical  Association  (AMA),” 
states  Dr.  Lifshitz. 

You  are  invited  to  join  Dr.  Lifshitz  and  to  join  with 
her  in  her  efforts  to  bring  quality  health  care  to  those 
in  need.  Become  a member  of  the  American  Medical 
Association  today. 

Members  of  the  AMA  are  encouraged  to  join  their  state,  county  and  specialty  societies. 


American  Medical  Association 

Physicians  dedicated  to  the  health  of  America 


Unibed  W^y 

of  Delaware 


GOING  BEYOND 
THE  CALL 


When  you  call  the 
Muscular  Dystrophy 
Association,  you  reach 
more  than  the  person 
answering  the  phone. 
You  reach  an  agency 
dedicated  to  helping 
people  with  neuro- 
muscular disease. 

We're  ready  to  get  you 
past  the  questions  so 
you  can  benefit  from 
our  unsurpassed  patient 
and  research  programs. 

Make  the  call. 

Our  lifeline  is  toll-free. 


THE  VOICE  OF  HOPE 

1-800-572-1717 


MUSCULAR  DYSTROPHY  ASSOCIATION 


INDEX  TO  ADVERTISERS 


American  Medical  Association  80 

American  Psychiatric  Associalitm  81 

Air  Force  H2 

Air  Force  Reserve  74 
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MRI  Case  of  the  Month 


47  year  old  female  with  slowly  progressive  lower  extremity  paresthesias  and 
cramping  after  a hysterectomy.  ROS  was  positive  for  visual  loss. 


MRI  examination  of  the  brain  and  cervical  spine  revealed  multiple  demyelinating 
plaques  primarily  within  the  cervical  cord  but  also  in  the  brain.  Visual  evoked 
potential  studies  were  abnormal,  confirming  the  diagnosis  of  Devic's  variant,  a 
form  of  multiple  sclerosis  with  optic  nerve  and  spinal  cord  involvement. 

Central 
Delaware 

MRI 

Low  Claustrophobia  •Turbo  Spin  Echo*MR  Angiography 

Robert  J.  Varipapa,  MD  Certified,  American  Society  Neuroimaging 

John  B.  Coll,  DO 

1093  S.  Governors  Avenue,  Dover,  DE  19904  (302)  674-5860 


Ghristiatia  Imaging  Center  is  undergoing  a 
major  equipment  upgrade  on  one  of  its  two 
MRI  scanners.  Excellence  in  imaging  means 
maintaining  the  newest  in  MRI  technology: 
For  physicians  and  patients  this  means: 


Faster  imaging 
>“  Improved  detail 
Music  system 


High-tech  equipment.  Superb  patient  care 
and  comfort.  Unsurpassed  radiologic  expertise. 


Professkmal  services  provided  by  X-Ray  Associates. 

Medical  Directors:  Zelimir  Kozic,  M.D., 
and  John  Witts,  M.D. 


Christiana  Imaging  Center 

A Division  ol  MCD  Holding  Company 


4751  Ogletown>Stanton  Road 
Newark,  DE  19713 
(302)  731-9800 
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The  Year  of  Managed  Care  — Public  Programs 


As  the  year  begins  to  unfold  we  will  probably 
see  a continuing  trend  to  managed  care 
intruding  into  our  day-to-day  practices.  It  is  a 
sure  bet  that  since  the  national  health  system 
reforms  are  going  to  be  slow  and  incremental, 
the  strength  of  the  large,  managed-care 
companies  can  only  increase. 

If  you  think  about  it,  those  of  us  who  take 
Medicare  and  Medicaid  patients  have  had  to 
deal  with  managed  care  for  the  past  two 
decades.  But  the  real  changes  are  just  around 
the  corner. 

The  AMA  expects  the  Clinton  administra- 
tion and  the  republican  congress  to  pursue 
major  cuts  in  the  Medicare  program.  This 
prediction  is  based  on  efforts  to  reduce  the 
federal  budget  and  work  towards  a balanced 
budget  by  reducing  entitlement  programs. 

The  Congressional  Budget  Office  predicts 
large  increases  in  Medicare  and  Medicaid 
expenditures  unless  there  are  changes  in  the 
current  law.  History  has  proven  to  us  that 
Medicare  and  Medicaid  are  easy  targets,  and 
that  we  as  physicians  have  been  burdened  by 
the  largest  share  of  these  cuts.  Since  1980,  the 
congressional  budget  reconciliation  process 
has  modified  the  Medicare  law  nine  times,  for  a 
total  of  $98  billion  in  provider  cuts.  During  the 
1994  health  system  reform  debates,  the  two 
major  parties  readily  accepted  the  notion  of 
major  Medicare  provider  cuts  to  offset  the  cost 
of  expanding  coverage.  Rep.  Newt  Gingrich  is 
expected  to  begin  immediately  to  seek  action 
during  the  first  hundred  days  of  the  104th 
Congress  to  carry  out  the  provisions  of  the 
republican  contract  with  America. 

What  are  the  AMA’s  goals  as  we  move  into 
this  year?  They  include  reducing  the  level  of 
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Medicare  cuts,  ensuring  that  any  cuts  required 
are  spread  between  sectors  equally,  avoiding  a 
disproportionate  share  for  physicians  as  a 
whole  and  within  the  physician  sector,  limiting 
GME  reductions.  To  do  this  we  must  become 
more  proactive  and  less  reactive  at  the  federal 
and  state  levels.  Through  meetings  with  our 
elected  representatives,  to  educating  elected 
members  of  Congress  and  state  governments 
and  by  building  a grassroots  program,  the 
AMA  is  committed  to  a program  that  will 
prevent  the  Medicare  and  Medicaid  programs 
from  being  gutted. 

In  addition  to  the  intrusion  of  managed 
care  in  the  private  sector  in  Delaware,  1995 
will  mark  the  year  when  Medicaid  moves  into 
the  HMO  environment.  The  state  will  be 
moving  all  its  Medicaid  patients,  except  those 
in  nursing  homes  and  some  specialized 
programs,  into  the  private  HMO  system.  The 
bids  have  been  sent  out  and  shortly  we  will  find 
out  which  of  the  HMOs  will  be  certified.  The 
MSD  leadership  has  been  having  quarterly 
meetings  with  Secretary  of  Health  and  Social 
Services  Carmen  Nazzario  and  other  members 
of  the  Medicaid  staff  as  this  program  has  been 
developed.  Though  we  have  not  had  access  to 
most  of  this  process,  we  have  conveyed  to  the 
DHSS  our  concerns.  The  MSD  has  hosted  a 
meeting  of  all  the  specialty  society  presidents 
and  the  MSD  leadership  with  the  DHSS  to 
bring  our  different  viewpoints  and  concerns  to 
the  DHSS  prior  to  releasing  the  proposal  for 
bids. 

We  hope  to  resolve  current  problems  with 
the  A.I.  duPont  Children’s  Clinics  and  their 
relationship  with  managed  care  companies. 
For  their  clinics  to  continue  providing  care  to 
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Medicaid  children,  they  must  contract  with  the 
HMOs  the  state  has  approved.  We  hope  to 
guide  the  clinics  down  the  path  that  they  set 
out,  to  bring  care  to  the  indigent  and  Medicaid 
children  of  Delaware. 

The  overall  change  for  Medicaid  from  an 
entitlement  program  to  managed  care  will 
bring  significant  savings  to  the  program  such 
that  physician  reimbursement  should  rise, 
access  should  increase  and  patient  care  should 
improve.  All  Medicaid  patients  will  have  a 
medical  home  for  their  care,  reducing  waste  in 
the  system  such  as  inappropriate  ER  visits.  If 
the  MSD  continues  to  be  involved  in  this 
process,  we  hope  to  be  able  to  smooth  out  the 
transition  to  managed  Medicaid,  instead  of 
what  has  happened  to  our  fellow  physicians  in 
Tennessee. 

Our  state  legislature  is  back  in  session  and 
we  have  already  begun  the  process  of 
educating  and  meeting  with  selected  leaders  of 
the  House  and  Senate.  Several  of  our  major 
goals  for  this  session  include  tort  reform,  a 
state  patient  protection  act,  and  insurance 
reforms,  such  as  eliminating  preexisting 
conditions,  portability  of  insurance,  rate  bands 
moving  towards  community  rating.  The  goals 
of  eliminating  the  ERISA  waiver  and  rebasing 


Medicare  reimbursement  must  be  handled  at 
the  federal  level,  before  much  more  can  be  done 
at  the  state  level. 

Part  of  the  tort  reform  proposals  will  be  a 
provision  for  volunteer  physician  malpractice 
relief.  As  you  know,  the  MSD  Voluntary 
Initiative  Program  (VIP)  had  two  goals  when  it 
was  established.  The  first  was  to  find 
physicians  for  Medicaid  patients.  This  part  of 
the  VIP  will  be  phased  out  as  Medicaid 
transitions  to  the  HMO  environment,  since 
each  patient  will  have  an  assigned  primary 
care  physician.  The  second  goal  was  to  provide 
care  to  the  indigent  who  did  not  qualify  for 
Medicaid.  The  only  way  the  MSD  felt  this  could 
be  accomplished  was  through  tort  reform.  We 
will  be  working  hard  to  see  this  through  so  that 
the  VIP  can  continue  to  provide  needed 
services  throughout  the  state. 

Next  month:  managed  care  in  the  private 
sector,  the  principles  and  ethical  problems  we 
are  faced  with. 

Michael  J.  Bradley  DO 


Rehabilitation  Consultants,  Inc. 


Two  convenient  locations 
Call  302/478-5240  or  302/655-5877 

Silverside  Road  Office  Baynard  Blvd.  Office 

Suite  105  Springer  Bldg.  2100  Baynard  Blvd. 

Concord  Plaza  Wilmington 

3411  Silverside  Road 


Physical  Therapy  • Occupational  Therapy 
• Speech  Therapy 

Comprehensive  Rehabilitation  • Work 
Tolerance  Testing,  Work  Hardening  for  Injured 
Workers  • Family  Sports  Medicine  • Fitness 
Programs  • Hydrotherapy  • Nutritional 
Counseling 

Approved  by  Medicare,  most  Managed  Care,  HMO, 
and  Major  Insurance  Plans 


“Marking  Our  25th  Year  of  Service  to  the  Greater  Wilmington  Area  1970  - 1995” 
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Quality, 

stability, 
expertise: 
Youcsfor 
the  asking 


© 1993  Poe  & Brown,  Inc. 

In  today’s  competitive  insurance  market,  you  have 
every  right  to  a professional  liability  insurance  company 
with  both  a lengthy,  effective  track  record  and  substan- 
tial financial  credentials. 

The  Physicians  Protector  Plan®  delivers. 

The  insurance  company  that  stands  behind  the  plan 
— one  of  the  CNA  Insurance  Companies  — has 
protected  physicians  and  surgeons  against  professional 
liability  claims  for  decades.  CNA’s  financial  strength 
and  claims-paying  ability  have  been  reflected  in  high 
ratings  by  the  top  four  independent  rating  services: 

A.M.  Best,  Standard  & Poor’s,  Moody’s,  and  Duff  & 

Phelps. 

C¥A 

For  All  the  Commitments  You  Make® 


The  Physicians  Protector  Plan:  quality,  stability, 
expertise.  Contact  the  independent  agents  listed  below 
or  call: 

1-800-352-9218 

KT  & D,  Inc. 

Kevin  P.  Brady,  CIC,  Vice  President 
Wilmington,  Delaware 
1-800-942-4583 

PLI/Zutz,  Inc. 

Frank  T.  Wharton,  Vice  President 
Wilmington,  Delaware 
(302)  658-8000 


PHYSIClMplanr 

The  Physicians  Protector  Plan®  is  a trademark  of  Poe  & Brown,  Inc.,  Tampa,  Florida,  and  is 
underwritten  by  the  Continental  Casualty  Company  and  National  Fire  Insurance  Company  of 
Hartford,  two  of  the  CNA  Insurance  Companies. 


OB’GYN,  ABDOMINAL  AISD  BREAST  ULTRASOUND 
EISDOVAGBSAL  SCANNING 

BREAST  ASPIRATION  OF  SOLID  AND  CYSTIC  MASSES 
UNDER  ULTRASONIC  GUIDANCE 

AMNIOCENTESIS 

CHORIONIC  VILLI  SAMPLING  PROGRAM* 

WITH  GENETIC  GUIDANCE  COUNSELING 

*AffiUated  with  the  Medical  Center  of  Delaware 
and  Jefferson  Medical  College 


J24-26  Omega  Drive 
riewark,  Delaware  19713 

(302)  738-9100 


HOURS:  Mon.  to  Fri.  8AM  - 5FM  • Wed.  SAM  - 8FM  • Sat.  SAM  - IFM 
Radiology  Consultants: 

Steven  Edell,  D.O.,  F.A.C.R.  Christine  Dietrich,  M.D.  Barbara  Peters,  M.D. 

Susan  Barnes,  M.D.  Anthony  Scola,  M.D.  Anne  Lee,  M.D. 

Accredited  by  the  American  College  of  Radiology 


SCIENTIFIC  ARTICLE 


Annual  Scientific  Program  Summary 
Medical  Society  of  Delaware 
Saturday,  November  19, 1994 


Saturday,  November  19,  1994,  I attended  the  Annual  Scientific  Session  of  the  Medical  Society  of 
Delaware  as  your  reporter.  Only  about  15  percent  of  the  licensed  physicians  of  the  state  can  fit  into 
the  DuBarry  Room,  where  the  talks  are  given,  but  all  should  have  an  opportunity  to  know  what  was 
said.  As  in  other  years,  the  program  was  carefully  put  together  to  provide  a mix  with  broad  appeal. 
The  speakers  were  all  excellent  and  the  chance  for  all  of  us  to  get  together,  very  enjoyable.  The 
following  are  my  interpretations  of  what  the  various  speakers  said.  Dr.  Dalinka  chose  to  write  his 
own  summary. 

E.  Wayne  Martz  MD 


Advances  in 
Musculoskeletal  MRI 

As  summarized  by  Murray  K.  Dalinka  MD 

The  remarkable  utility  of  Magnetic  Reso- 
nance Imaging  (MRI)  in  defining  abnormali- 
ties of  the  central  nervous  system  is  well 
known.  The  musculoskeletal  system  is 
probably  the  second  most  common  organ 
imaged  by  this  exciting  procedure.  MRI  can 
image  in  multiple  planes  and  does  not  require 
ionizing  radiation.  In  addition  because  of 
different  relaxation  parameters  and  the 
density  of  various  tissues,  changing  imaging 
sequences  enables  one  to  differentiate 
between  different  soft  tissues. 

Low  back  pain  affects  80  percent  of 
patients  at  some  time  in  their  lives  and  is 
responsible  for  approximately  40  percent  of 
industrial  lost  time.  It  is  recurrent  in  65-85 
percent  of  people.  MRI  has  shown  disc 
herniations  in  20  percent  of  asymptomatic 
normal  people  under  the  age  of  60  and  35 
percent  of  those  over  the  age  of  60.  A bulging 
or  degenerated  disc  with  an  intact  annulus  is 
found  in  approximately  50  percent  of 
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"normal"  adults.  Patients  in  whom  the  annulus 
is  disrupted  and  the  disc  is  extruded  or 
sequestered  are  more  often  symptomatic.  The 
nature,  severity  and  progression  of  the 
symptoms  are  often  dependent  upon  whether  or 
not  the  nerve  roots  are  compressed  or  the 
neutral  foramen  narrowed. 

MRI  is  extremely  useful  in  the  evaluation  of 
hip  disorders  such  as  osteonecrosis.  Muscular 
strains,  knee  injuries,  rotator  cuff  tear  and  other 
soft  tissue  and  osseous  injuries  are  well  shown 
by  MRI.  Subtle  hip  fracture  can  be  detected  in 
patients  with  clinical  symptoms  and  normal 
routine  radiographs.  MRI  is  often  helpful  in 
determining  whether  a knee  injury  requires 
arthoscopic  surgery  rather  than  conservative 
management. 

What  to  Do 
with  an  Elevated  PSA 

The  Lewis  B.  Flinn  lecture  this  year  was 
actually  two  talks  dealing  with  the  same  topic, 
“What  to  Do  with  an  Elevated  PSA.”  Supposedly 
the  first,  by  Philip  W.  Kantoff,  dealt  with  the 
conservative  approach,  and  the  second,  by 
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Terrence  R.  Malloy,  a urologist,  expounded  on 
the  more  aggressive  approach.  Actually,  both 
men  dealt  with  the  topic  in  a very  even-handed 
way,  and  each  covered  a fair  amount  of  what 
the  other  had  to  say.  I shall  attempt  to  cover 
the  material  presented  by  both  in  one  writeup. 

Carcinoma  of  the  prostate,  with  200,000 
new  cases  each  year  and  38,000  deaths 
anticipated  this  year,  is  the  most  common  male 
malignancy.  The  number  of  deaths  is 
increasing  about  3 percent  per  year,  and  there 
has  been  a dramatic  increase  in  the  new  cases 
in  the  past  10  years.  Part  of  the  increase  is  due 
to  the  increasing  proportion  of  elderly  in  our 
population,  part  due  to  better  methods  of 
detection  and  diagnosis  and  part  due  to  better 
publicity  and  education  of  the  public  and  the 
medical  profession.  The  revolution  started 
with  the  finding  of  the  prostate  specific  antigen 
(PSA)  in  1987.  It  reflects  the  amount  of 
functioning  prostatic  tissue  in  the  body  so  may 
be  increased  with  benign  prostatic  hypertro- 
phy as  well  as  carcinoma,  and  sometimes  with 
prostatitis.  This  is  one  of  five  diagnostic 
methods  currently  in  general  use:  digital 
rectal  examination  (DRE);  the  PSA,  which 
includes  PSA  density  (PSA  total  per  estimated 
gland  weight)  and  PSA  velocity  (rate  of  change 
over  time,  a very  important  diagnostic  and 
prognostic  indicator);  trans-rectal  ultrasound 
(TRUS);  needlebiopsy  (trans-rectal  orperineal) 
and  grading  of  the  pathology  (Gleason  2 to  10) 
according  to  degree  of  atypia.  This  may  be  the 
most  important  prognostic  indicator,  though 
the  PSA  level  may  be  the  best  predictor  of 
outcome.  Normal  is  below  4.  Of  the  PSAs,  4 to 
10,  (20  to  30  percent)  are  cancerous,  and  over 
10,  (50  percent)  are  cancerous. 

Treatment  also  encompasses  five  modali- 
ties if  we  include  watchful  waiting  or 
“expectant”  as  one  of  the  methods.  A recent 
JAMA  article,  claiming  no  survival  benefit  for 
any  method  of  active  intervention  has  raised  a 
lot  of  controversy  and  is  difficult  to  refute 
because  of  a lack  of  good,  long-term  survival 
studies.  Unquestionably  selected  patients  can 
live  a long  time  with  no  treatment,  but  in  any 
individual  case  it  is  very  difficult  to  advise  the 
man  to  follow  that  course. 

The  other  four  methods  of  treatment  are 
endocrine  therapy,  surgery,  radiation  and. 
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recently,  cryo-ablation.  The  first  of  these  is  of 
course  palliative,  but  the  last  three  are  “for 
cure.”  The  PSA  is  a most  valuable  gauge  of 
recurrence  after  such  treatment,  and  the  talk 
is  of  “a  five-year  survival  with  PSA  less  than  1” 
as  a bench  mark  of  cure.  However,  the 
competing  mortality  of  cardiovascular  and 
other  diseases  in  this  age  group  and  the 
occasional  10  years’  survival  make  measure- 
ment difficult. 

Clearly  the  selection  of  patients  for  any 
mode  of  treatment  is  critically  important.  If  I 
heard  correctly.  Dr.  Malloy  indicated  he  does 
not  usually  do  radical  resection  after  age  70, 
and  it  is  his  custom  that,  if  nodes  are  found  in 
the  area,  he  stops  the  surgery  and  waits  for 
frozen  section  reports  before  proceeding  with  a 
radical.  (Positive  precludes  radical).  Over  13 
percent  of  grade  I or  II  are  dead  in  10  years. 
Sixty-six  percent  of  grade  III  patients  are  dead 
in  10  years.  Of  cancers  picked  up  by  PSA/DRE 
combined  screening,  40  to  60  percent  are 
confined  to  the  gland.  Of  those,  given  radical 
surgery,  70  percent  can  be  expected  to  have 
PSA  less  than  1 after  five  years.  Radiation 
alone  is  less.  Complications  after  radiation  are 
chiefly  cystitis,  and  proctitis,  20  to  30  percent, 
and  sexual  dysfunction  in  35  to  60  percent. 
After  surgery,  urinary  incontinence  occurs  in 
up  to  40  percent  and  90  percent  suffer  from 
sexual  dysfunction  with  improvement  over 
time.  The  advice  is  not  to  pick  the  treatment 
based  on  sexual  expectations  (Malloy). 

Current  Diagnosis 
and  Management 
of  Lyme  Disease 

Allen  C.  Steere’s  thorough  and  interesting 
presentation  on  Lyme  disease  clearly  gener- 
ated more  questions  during  the  question- 
answer  period  than  any  other  paper  of  the  day. 
Most  of  them  related  to  problem  patients  the 
questioners  were  struggling  with,  reflecting 
the  uncertainties  in  diagnosis  and  treatment  in 
the  chronic  (tertiary)  phase.  The  comparability 
to  syphilis,  the  original  great  spirochetal 
disease,  was  obvious. 

Lyme  disease  typically  begins  in  summer, 
when  ticks  are  active,  and  the  best  immediate 
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reatment  is  removal  of  the  tick.  It  usually  takes 
24  to  48  hours  of  attachment  for  infection.  The 
big  question  is  whether  to  treat  tick-bite 
patients.  He  says,  “Yes,  if  the  patient  is 
worried,”  and  he  feels  10  days  is  adequate. 
However,  treatment  is  appropriate  and  helpful 
during  any  phase  if  you  feel  there  is  active 
disease. 

After  the  initial  “bull’s  eye”  skin  lesion  and 
its  evolution  into  erythema  migrans,  there  is  a 
period  of  spirochetemia,  during  which  there 
are  constitutional  and  organ-system  symp- 
toms. These  are  intermittent  and  changing 
depending  on  whether  nervous  system, 
cardiovascular  or  joints  are  infected.  The 
constitutional  symptoms  are  chiefly  malaise, 
fatigue,  weakness  and  low  grade  fever.  The 
cardiovascular  involvement  is  typically  A-V 
nodal  blockwith  arrhythmias,  but  in  rare  cases 
may  be  a myocarditis  with  congestive  failure. 
Early,  acute  neurologic  manifestations  include 
meningitis,  facial  palsy,  or  radiculoneuritis. 
Months  to  years  later,  following  periods  of 
latent  infection,  chronic  neurologic  manifesta- 
tions may  become  apparent.  They  include  a 
subtle  encephalopathy  with  memory  impair- 
ment or  a sensory  polyneurolpathy  with  spinal 
pain  or  distal  paresthesias.  Arthritic  manifes- 
tations most  often  consist  of  intermittent 
swelling  and  pain  in  large  joints,  especially  the 
knee. 

Most  troublesome  are  the  patients  in  whom 
Lyme  disease  is  followed  by  subjective 
symptoms,  such  as:  fatigue  and  malaise, 
sometimes  classified  as  chronic  fatigue 
syndrome.  Some  of  these  develop  symptoms 
and  findings  indistinguishable  from  the 
fibromyositis  syndrome,  which  can  be  caused 
by  a large  number  of  stressors  including 
trauma  and  infection.  The  problem  lies  in 
determining  whether  there  is  still  active  Lyme 
disease.  There  is  a tendency  to  make  this 
determination  serologically,  but  there  are  false 
positives,  and  even  in  well-treated  patients 
serologic  positivity  can  persist  for  years.  The 
initial  serologic  response  is  IgM  but  later  there 
is  IgG.  False  positive  IgG  titers  can  be  as  high 
as  7 or  8 standard  deviations  above  normal. 
Therefore,  serologies  are  useful  primarily  for 
screening.  Confirmation  is  by  Western  blot. 
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which  requires  the  presence  of  at  least  five  of 
the  10  most  common  bands.  However,  a 
positive  blot  does  not  answer  the  question  of 
whether  the  disease  is  active  or  not. 

The  usual  and  standard  treatment  is  given 
as  doxycycline  100  mgP.O.  b.i.d.  or  amoxicillin 
500  mg  T.i.d..  If  the  patient  is  allergic, 
cefuroxime  500  mg  b.i.d..  Any  of  these  for  20  to 
30  days  is  usually  adequate,  though  arthritis 
may  need  30  to  60  days.  Neurologic 
involvement  may  require  intravenous  treat- 
ment for  30  days. 

Healthy  Delaware  2000 

Charles  Konigsberg  did  a beautiful  job  of 
organizing  and  presenting  this  Public  Health 
paper.  Unfortunately  the  morning  program 
had  been  running  for  3 1/2  hours  and  lunch 
was  imminent.  He  had  only  30  minutes  in 
which  to  summarize  two  years  of  work  by  a 
great  many  people,  so  it  would  not  be 
surprising  if  some  very  good  and  relevant 
concepts  may  not  have  had  the  audience 
attention  they  deserved. 

The  report  essentially  concerned  the 
efforts  of  the  Division  of  Public  Health  and  the 
Governor’s  Advisory  Council  on  Public  Health 
as  they  focused  on  27  major  disease  categories 
(see  below).  Dr.  Konigsberg  also  pointed  out 
that  we  should  also  keep  in  mind  the  real 
underlying  causes  of  death  in  our  society: 
tobacco,  diet,  alcohol,  microbes,  firearms, 
sexual  activity,  automobiles,  drugs,  etc. 

Health  Problems 
and  'Their  Relative  Opportunities 
Tier  1:  Most  Opportunity 

Breast  Cancer 
Heart  Disease  and  Stroke 
- HIV/AIDS 

Motor  Vehicle  Injuries 
Osteoporosis 

Poor  Pregnancy  Outcome 
Sexually  Transmitted  Diseases 
Substance  Abuse 
Tuberculosis 

Vaccine  Preventable  Diseases 

Tier  2:  Some  Opportunity 

Arthritis 

Asthma 

Cervical  Cancer 
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Chronic  Obstructive  Pulmonary  Disease 
Dental  Caries 
Developmental  Disabilities 
Diabetes 

Hearing  Impairment 
Intentional  Injury 
Lung  Cancer 
Mental  Illness 

Other  Communicable  Diseases 
Unintentional  Injuries  (other  than 
Motor  Vehicle) 

Tier  3:  Less  Opportunity 
Chronic  Renm  Disease 
Cirrhosis 

Colo-rectal  Cancer 
Prostate  Cancer 

These  environmental  and  behavioral 
determinants  account  for  the  real  gains  in 
morbidity  and  mortality,  but  less  than  1 
percent  of  health  care  spending  is  dedicated  to 
preventing  them.  The  focus  of  health  care 
reform  has  been  the  delivery  system,  and 
essentially  medical  care,  to  which  is  attributed 
only  10  percent  improvement  in  health  status, 
based  on  the  health  care  pyramid.  While 
population-based  preventive  care  contributes 
to  90  percent  of  health  status  improvement, 
tertiary  care  continues  to  receive  95  percent  of 
the  attention  and  resources. 

The  system  was  developed  to  identify  the 
health  problems  in  Delaware  and  to  provide  a 
set  of  time-framed  and  measurable  objectives 
that  address  them.  To  blend  the  approach  to 
each  problem  into  a coherent  whole,  it  was 
necessary  to  develop  some  logical  formula  for 
the  allocation  of  resources,  which  meant  they 
had  to  consider  three  aspects  of  each.  First,  the 
size  of  the  problem  (A);  second,  the  seriousness 
(Is  it  fatal,  contagious,  costly?)  (B);  and  third, 
the  effectiveness  of  interventions  (C).  The 
opportunity  can  be  represented  by  (A  + 2B)C. 
Values  were  assigned  to  these  aspects,  and 
based  on  the  final  figure,  a priority  list  was 
established. 

The  priority  list  was  broken  down  into 
Most  Opportunity,  Some  Opportunity  and  Less 
Opportunity.  Strategies  were  then  devised  for 
affecting  these  27  diseases.  For  example,  the 
strategy  for  control  of  heart  disease  and  stroke 
suggested  1)  screening  and  early  detection  of 
risk  factors,  2)  nutrition  and  exercise,  3)  reduce 
tobacco,  and  4)  emergency  medical  treatment. 
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Often  a single  strategy  might  impact 
several  disorders.  For  example.  Quality  and 
Coordination  of  Primary  Care  has  an  effect  on 
many  problems,  depending  on  whether  the 
primary  care  givers  have  time  to  educate  their 
patients  or  are  rushed  off  their  feet. 

All  of  these  strategies  were  amalgamated 
into  a single,  broad,  comprehensive  program, 
tailor-made  for  Delaware.  Hopefully  it  will  be 
marketed  (or  sold)  through  educational 
programs  to  the  public  and  the  legislature.  All 
this  is  published  in  an  82-page  booklet 
“Healthy  Delaware  2000,”  available  through 
the  Division  of  Public  Health.  This  is  really  a 
beautiful  and  significant  piece  of  work  for  the 
future  of  our  state,  but  it  is  in  danger  of  being 
ignored  unless  we,  the  medical  profession, 
recognize  and  get  behind  it. 

New  Stresses  Affecting 
Physicians  and  Their 
Families  in  a Changing  Health 
Care  Delivery  Environment 

This  paper  amused  many  doctor’s  spouses,  and 
made  many  of  the  doctors  squirm  in  their 
chairs,  because  it  hit  very  close  to  the  mark.  It 
is  not  possible  to  get  the  full  impact  across  in  a 
few  words,  but  as  a starter,  if  I may 
paraphrase.  Dr.  Rosen  indicated  that  change  is 
stressful  to  everyone,  but  especially  so  for 
obsessive-compulsive  types  like  physicians. 
The  changes  and  uncertainties  developing  in 
our  work  environment  create  conflicts,  and  the 
opposing  requirements  and  expectations  cre- 
ate anxiety  and  stress.  For  example,  the 
perfection  expected  by  the  public  and  required 
by  the  courts  is  incompatible  with  the  cost 
controls  and  rigid  economies  demanded  by 
third  party  payers.  Opportunity  for  miraculous 
achievements  is  countered  by  the  down  side 
potential  for  wipeout.  We  are  expected  to  be 
caring  and  compassionate,  yet  at  the  same  time 
objective,  clear  thinking  and  in  rigid  self 
control.  We  feel  caught  in  the  middle.  It  is  not 
so  much  the  stress  of  life  and  death  decisions 
caring  for  patients  that  gets  to  us.  Often  it  is 
the  haven  to  which  we  retreat  when  the  going 
gets  rough.  Rather  it  is  the  stress  of  dealing 
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with  the  government,  with  suits  and  lawyers, 
hospitals,  insurance  companies,  regulations 
and  with  regulators  who  just  don’t  understand. 

All  of  these  impact  through  the  doctor  onto 
the  spouse  and  family  who  may  even  seem  to 
the  doctor  to  be  part  of  the  problem.  Moreover, 
we  doctors  have  certain  personality  traits  in 
common  which  lay  the  groundwork  for  trouble. 
For  example,  most  physicians  are  impatient 
and  perfectionistic.  Most  are  workaholics  for 
any  number  of  reasons,  such  as  avoidance  of 
anger,  expiation  of  guilt,  search  for  love.  We 
tend  to  be  guilt  prone  as  though  everything  is 
our  fault.  We  have  an  exaggerated  sense  of 
responsibility,  a limited  capacity  to  express 
strong  feelings.  We  avoid  closeness  and 
intimacy  and  seem  unable  to  get  much  fun  out 
of  life. 

Husbands  of  women  physicians  have  their 
own  set  of  problems.  They  often  feel 
unimportant  to  their  wives,  low  on  their  list  of 
priorities,  unnurtured,  unfulfilled,  uncon- 
firmed as  men  and  resentful  of  her  patients. 
They  long  for  emotional  and  sexual  intimacy. 
She  longs  to  be  superwoman.  Women 


physicians  have  more  divorces  than  average. 
Men  physicians  have  fewer  divorces  but  are 
more  unhappy  in  their  marriages. 

Conflict  over  intimacy  is  at  the  root  of 
many  or  most  marital  problems,  but  husband 
and  wife  see  intimacy  differently.  When  she  is 
angry,  she  withholds  sex.  When  he  is  angry,  he 
withholds  conversation.  Lack  of  time,  a 
frequent  complaint,  is  more  a symptom  than  a 
cause  of  discord,  and  may  be  simply  the 
doctor’s  way  of  distancing  himself  from  conflict 
and  criticism.  It  is  common  that  each  assumes 
the  other  knows  how  he  or  she  feels,  yet  this  is 
seldom  true.  Dr.  Rosen  refers  to  it  as  the  mind- 
reading concept,  and  getting  rid  of  this  is  often 
the  first  step  in  treatment.  Some  spouses 
assume  the  role  of  patient  as  a way  of  getting 
attention,  and  this  must  be  recognized. 
Lowering  expectations,  doing  things  together, 
taking  time  to  talk  and  really  communicate  can 
be  effective.  Each  side  must  change.  We  put 
time  and  effort  into  trying  to  understand  our 
patients.  How  about  doing  the  same  for  our 
spouses  — and  ourselves. 


Practice  Sale  or  Merger  Consulting 

Confidential  Consulting  for  Physicians  or  Physician  Groups 

Are  you  thinking  about 

• Reorganizing  or  selling  your  practice? 

• Buying  a practice? 

• Merging  with  another  practice? 

• Establishing  a new  practice? 

Whether  your  practice  is  primary  care  or  specialty,  we  can  help  you.... 

• Appraise  and  evaluate  your  practice. 

• Merge  staffs. 

• Establish  fee  setting  mechanics  and  reviews. 

To  speak  to  our  consultants  confidentially,  call  ... 

• Bill  Carello,  Bill  Santora  or  David  fcigstein 

Healthcare  Management  Services,  Inc. 

P.  O.  Box  5569,  Newark,  DE  19714 
302-737-6200 
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Healthcare  reform.  Managed  care. 
Changing  rules  and  regulations.  When 
you  consider  the  potential  impact  they 
could  have  on  your  practice,  you  may 
even  end  up  with  some  major  discomfort. 
Which  means  maintaining  your  financial 
stability  depends  on  careful  planning  and 
sound  management. 

Fortunately,  at  Belfint,  Lyons  & 
Shuman  we  understand  the  issues  unique 
to  your  profession.  So  we  not  only  provide 
traditional  accounting  expertise  but  also 
help  you  achieve  the  results  you  need  in 


all  aspects  of  your  practice.  Everything 
from  analyzing  hospital  and  physician 
employment  contracts  to  helping  you  plan 
a practice  merger. 

So  find  out  more  about  BL&S  services. 
Call  Dan  Protokowicz  at  (302)  655-8894. 
Because  with  our  help,  you  shouldn’t  feel 
a thing. 

200  West  Ninth 
Street  Plaza 
Box  2105 
Wilmington, 

Delaware 
19899 


BELFINT,  LYONS  & SHUMAN.  ACCOUNTING  AND  FINANCIAL  PLANNING  SERVICES  FOR  PHYSICIANS. 


SPECIAL  REPORT 


A Message  from  the 


Thank  you,  Mr.  President.  Good  afternoon, 
ladies  and  gentlemen.  I thank  you  for  your 
very  kind  invitation  to  be  with  you  this 
afternoon  and  take  part  in  your  deliberations, 
and  to  monitor  your  Reference  Committees 
this  morning  I look  forward  to  your  comments. 

I bring  you  greetings  from  the  AMA  and 
from  my  native  state  of  Maine,  which  was  a 
little  sunnier  than  yours  this  morning,  and 
when  I left  it  was  about  60  degrees.  The  price  of 
lobster  is  down  to  $2.50  a pound,  we  can’t  give 
it  away.  So,  if  you’re  looking  for  something  to 
do  on  the  weekend,  come  on  up. 

Can  you  hear  me  okay?  As  I’ve  told  several 
audiences  recently.  I’ve  been  keenly  aware  of 
my  audience’s  ability  to  hear  me  since  my  wife 
and  I had  a discussion  a couple  of  weeks  ago 
that  I suspect,  in  looking  over  this  audience 
today,  some  of  you  may  have  had  with  your 
spouses  recently  too. 

For  no  apparent  reason  one  night  not  too 
long  ago  after  dinner,  my  wife  suggested  the 
time  had  come  for  me  to  have  my  hearing 
checked.  I say  for  no  apparent  reason  because 
you  know  there’s  nothing  wrong  with  my 
hearing,  right?  But  she  said  that  when  the 
children  visited,  they’d  noticed  that  Dad 
doesn’t  seem  to  be  hearing  as  well,  and  she 
said,  “Several  things  I’ve  said  to  you  lately 
have  gone  right  over  your  head.  Please  go  have 
your  hearing  checked.”  I said,  “Look,  dear,  I 
don’t  intend  to,  there’s  nothing  wrong  with  my 
hearing,  and  it  would  be  a total  waste  of  money. 
And,  by  the  way,  if  there’s  anyone  in  this 
household  perhaps  who  may  need  to  have  their 
hearing  checked,  I would  suggest,  my  dear, 
that  it’s  you.” 
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Well,  I thought  she  left  the  discussion 
rather  abruptly.  She  went  in  the  living  room, 
she  sat  down  in  her  chair,  and  began  to  read 
the  newspaper.  And  I said,  “Look,  I’m  a 
scientist.  I can  prove  this.”  So  I paced  off  20  feet 
behind  her  very  quietly,  and  I went  in  the 
hallway  of  my  home.  I was  otherwise  quiet,  and 
in  a very  normal  tone  of  voice  I said,  “Can  you 
hear  me?”  Dead  silence.  I had  a little  grin  on 
my  face  at  this  point,  and  I moved  a little  closer. 
I’m  10  feet  behind  her  chair.  Again,  normal 
tone  of  voice,  “Can  you  hear  me?”  Dead  silence 
again.  A very  broad  grin  on  my  face.  So,  I move 
right  up  behind  her  chair  ready  to  spring  the 
trap,  and  I say  again,  “Can  you  hear  me?”  At 
which  point  my  wife  said,  “For  the  third  time, 
yes.” 

We  did  enjoy  a nice  flight  today  down  on  US 
Air  from  Portland.  The  bad  weather  kept  us  up 
there  about  three  quarters  of  an  hour  longer 
than  they  had  planned,  so  I got  to  read  three 
newspapers  this  morning  instead  of  the  one. 
And  I must  tell  you,  if  you’ve  read  the  paper, 
you  know  prayer  in  the  schools  is  back  on  the 
front  page,  and  is  an  issue  that  President 
Clinton  has  gotten  involved  in.  I think  it  should 
be  painfully  obvious  that  as  long  as  they’re 
going  to  have  algebra  tests,  you’re  always 
going  to  have  prayer  in  school. 

Let  me  rejoice  for  a moment  in  the  results 
of  the  election,  because  we  did  elect  five 
physicians  for  the  first  time  to  the  Congress  of 
this  country,  one  in  the  Senate,  one  in  the 
House,  and  three  of  them  are  AMA  members. 
We  have  nine  physicians’  spouses  who  were 
elected  in  this  election.  We  had  another  eight 
or  nine  physicians  who  ran  but  didn’t  quite 
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make  it.  Some  came  very  close.  And  another 
three  or  four  spouses  who  ran  and  didn’t  make 
it. 

I point  this  out  to  tell  you  that  one  of  the 
things  that  our  AMPAC  and  your  PAC  do 
together  is  to  create  candidate  schools,  and 
provide  education,  tell  you  how  to  run  for  office 
wherever  it  may  be,  provide  you  with  the 
expertise,  tell  you  how  to  raise  money,  et 
cetera,  and  I think  it’s  paying  off,  and  I was 
delighted  to  see  the  response  of  this  year. 
Seven  or  eight  of  the  largest  states  now  have 
Republican  governors  which  will  control  a 
large  number  of  the  population  of  those  states 
when  it  comes  to  electoral  votes  when  the  ’96 
election  comes  around. 

And  one  interesting  bit  of  information,  the 
very  last  time  that  the  Republicans  took  both 
the  House  and  the  Senate  from  the  Democrats  in  the 
same  year  was  1904,  which  also,  as  I understand,  was 
the  last  year  they  did  not  play  the  World  Series.  I 
thought  that  was  interesting. 

If  you’ve  been  to  Washington  lately,  you  may 
have  seen  the  new  bumper  sticker  that’s  there  that 
says,  “Washington,  D.C.  a work-free  drug  place.” 
And  as  you  already  know.  Mayor  Barry  is  going  to 
take  another  crack  at  it. 

I must  tell  you  also  that  New  England  Senator 
Kennedy  was  challenged  this  year  for  the  first  time  in 
a long  time,  really  put  on  a very  strenuous  campaign, 
every  time  you  saw  him  he  was  hand  shaking,  hand 
shaking,  hand  shaking,  then  he  had  a couple  of  drinks 
and  it  cleared  right  up,  no  problem. 

Let  me  share  with  you  four  things  that  we’re 
going  to  have  to  focus  on  in  ’95.  We  don’t  have  a 
recess  in  ’95.  We  can’t  afford  to  let  up  the  pressure  on 
Congress  right  now.  ’96  will  be  the  election  year  and, 
therefore,  ‘ 95  is  a very  vulnerable  year.  That’s  the 
year  if  you’re  going  to  take  it  out  on  any  of  the 
entitlement  programs,  that’s  the  year  if  you  want  to  do 
unpopular  things,  do  it,  and  then  claim  someone  else 
did  it  and  run  on  somebody  else’s  record  in  ’96. 

Let  me  tell  you  right  now,  we  stand  to  have  the 
greatest  assault  on  Medicare  Part  B we’ve  ever  seen  in 
the  history  of  this  country.  Medicare  Part  A,  the 
presumption  is  because  of  not  only  the  impact  of 
DRGs,  and  managed  care,  and  the  subsequent 
massive  reduction  in  inflation  there  is  in  this  country, 
that  hospitals  should  be  immune  for  any  substantia] 
cuts  at  this  time. 
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Well,  perhaps  we  can  agree  with  that  agenda  in 
part,  but  I think  you’re  going  to  see  even  them  come 
under  the  knife  when  it  comes  to  entitlement  funding 
this  next  year.  But  I will  guarantee  you  that  Medicare 
Part  B,  even  though  there  was  a promise  to  us  under 
the  RBRVS  System,  and  even  though  the  surgeons 
and  the  primary  care  physicians  are  due  an  increase  of 
significant  proportion  this  year  based  upon  the 
volume  performance  standard,  but  because  both  of 
those  categories,  both  surgery  and  family  practice 
will  exceed  the  projected  increase,  will  exceed  the 
CPI  you  can  be  darned  sure  we’re  not  going  to  even 
come  close  to  getting  what  we  were  evidently 
promised  in  the  past. 

So,  I think  we’re  putting  together  now  a very 
significant  focused  consortium  of  people  who  are 
going  to  testify  when  the  budget  comes  up.  Part  B has 
either  got  to  be  reformed  in  the  first  place  or  we’re 
going  to  have  to  find  appropriate  funding  to  continue 
that  program. 

In  rural  America  right  now,  primary  care  with 
any  more  cuts  in  Part  B,  we’ll  be  subsidizing  that 
program.  I’ll  tell  you  in  a minute  what  I think  we 
ought  to  do  about  that,  but  be  aware  that’s  one  of  our 
critical  concerns. 

The  second  concern  we  have  is  the  antitrust  laws 
and  the  opportunity  we  have  to  get  through  the 
modification  of  those  laws  this  year.  Not  an 
exemption,  but  to  be  told  up  front  what  is  permissive 
behavior  for  a group  of  physicians  like  this,  meeting 
in  this  room,  determining  how  to  put  together  a health 
plan  for  a given  body  of  lives  in  this  state.  Right  now, 
it’s  against  the  law  for  us  to  do  that  in  some  fashion  if 
we  exclude  others  in  our  deliberations.  There’s  been 
some  movement  on  this  issue.  We  haven’t  seen  the 
codification  that  is  necessary,  we  haven’t  gotten  the 
permissive  language,  but  we’re  pursuing  both  a 
legislative  and  a regulatory  approach,  working  both 
with  the  Justice  Department  and  the  Federal  Trade 
Commission.  But  rest  assured,  the  Hatch-Archer  Bill 
of  last  year,  our  bill,  will  be  in  again  this  year  with 
Hatch  now  chairing  the  Judiciary,  and  Archer  now 
chairing  either  Ways  and  Means  or  the  Sub- 
Committee.  So,  I think  we  have  a pretty  good  shot, 
a better  shot  than  usual,  in  anti-trust. 

The  third  issue  is  tort  reform,  which  has  a life  of 
its  own,  but  right  now  it’s  on  its  way  again,  after  this 
lull  of  about  three  or  four  years,  with  an  increase 
around  this  country  in  both  severity  and  frequency  of 
claims.  And  what  we’re  looking  for  is  — in  each  of 
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the  bills  still  pending  when  Senator  Mitchell  pulled 
the  plug  this  year,  there  was  a reference  to  a cap  on 
pain  and  suffering  in  each  of  those  bills  for  the  very 
first  time  in  the  federal  government.  And  1 think  that’s 
progress.  I think  we  need  to  go  back  again  with  that 
concern.  And  1 will  tell  you,  the  Republican 
administration  is  far  more  receptive,  because  it  also 
brings  in  product  liability,  and  the  rest  of  the  liability, 
which  is  part  of  our  consortium  that  we’ve  cultured 
for  the  past  two  years  in  Washington,  D.C. 

When  a psychic  in  Philadelphia  can  have  a head 
CAT  scan  and  claim  she’s  lost  her  ability  to  predict 
the  future  and  receive  $3  million  in  pain  and 
suffering,  then  you  have  a tort  system  which  is 
immensely  unfair  to  nonpsychics. 

The  fourth  issue  of  concern  is  the  Patient 
Protection  Act,  an  act  which  enjoyed  tremendous 
support  in  a very  brief  period  of  time  last  year  during 
that  debate.  It’ll  be  back  again.  It’ll  probably  be 
modified  in  some  fashion.  I will  tell  you  right  up 
front,  it  is  not  an  any  one  provider  act,  it  is  not  meant 
to  be.  It  is  meant  to  be  a managed  care  fairness  act.  It 
is  meant  to  protect  patients.  It’s  meant  to  save 
patients.  “Mr.  Insurance  Company,  tell  the  patient 
what  you  cover,  tell  them  what  you  don’t  cover.  Tell 
them  if  they  can  continue  to  see  their  own  primary 
care  physician.  And  if  not,  who  is  the  gatekeeper  they 
have  to  go  to.  If  an  orthopedic  surgeon  has  done  their 
right  knee  and  they  know  they’re  going  to  have  to 
have  the  left  knee  done,  how  do  they  get  to  their 
orthopedic  surgeon  if  he  isn’t  on  your  list?  Tell  us 
what  your  report  card  says  for  the  last  year,  how  many 
of  your  patients  left  you  last  year  either  because  of 
dissatisfaction  or  bad  experience?’’ 

Right  across  this  country  right  now  30  percent  of 
subscribers  to  managed  care  plans  leave  each  year, 
not  necessarily  by  their  decision,  but  more  often  by 
their  company’s  decision  to  go  to  another  plan,  a 
cheaper  plan,  maybe  a better  plan,  but  there  is  that 
chum  going  on  right  now  in  a very  volatile 
marketplace.  And  let’s  be  sure  that  every  managed 
care  plan  allows  any  physician,  by  virtue  of  his  or  her 
training,  credentialing,  licensure,  experience,  good 
outcome,  lifetime  productivity,  to  be  able  to  apply  to 
that  plan.  “You  don’t  have  to  accept  them,  Mr. 
Insurance  Company,  but  if  you  don’t  you’ve  got  to 
tell  them  why.  Do  you  have  too  many  neurosurgeons? 
Is  it  because  this  particular  physician  is  not  frugal 
enough  for  your  plan?  Is  it  because  perhaps  this 
physician  enjoys  a large  number  of  Medicaid  patients 
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that  you  don’t  wish  to  absorb  in  part  of  your  bottom 
line?  Or  is  it  because  this  minority  physician  may 
have  a large  number  of  minority  patients,  which  may 
look,  obviously,  adversely  to  you  in  your  bottom  line 
as  well?” 

As  happened  in  Kansas  City  not  too  long  ago, 
when  a very  large  number  of  minority  physicians,  an 
inappropriate  number  proportionately,  were  dis- 
charged from  that  health  plan  in  that  city,  and  found 
the  AMA  on  their  doorstep  in  48  hours  saying,  ‘This 
not  only  is  poor  business,  but  it’s  against  the  laws  of 
this  country,  and  the  laws  of  decency,  and  the  laws  of 
Civil  Rights.”  And  within  a very  brief  period  of  time 
those  physicians  were  reinstated  to  that  plan. 

That’s  what  the  Patient  Protection  Act,  that’s 
what  the  level  playing  field,  that’s  what  the  Fairness 
Act  is  all  about,  that’s  what’s  saying  to  managed  care, 
“This  far  and  no  farther.” 

And  I think  those  are  the  four  agenda  items  I will 
point  out  to  you  that  I think  need  to  be  addressed  and 
will  be  addressed  from  our  perspective  now  going 
into  the  next  congressional  session. 

Let  me  share  with  you  similarly  four  quick 
observations  that  I personally  have  made  as  I’ve 
traveled  over  this  country  in  the  last  couple  of  years, 
things  that  I think  are  impacting  on  our  health  system 
today. 

Don’t  forget  for  one  minute  the  demographics  of  our 
society,  aging.  Our  society  is  probably  one  of  the 
most  rapidly  aging  on  the  face  of  the  earth.  We  have 
more  people  over  the  age  of  65,33  million,  than  the 
entire  population  of  Canada,  and  we’re  going  to 
slowly  go  to  40  million  people  by  the  year  2010. 
Facts  are  showing  in  segment  ages  85  and  over, 
by  2000,  six  years  from  now,  we’re  going  to 
have  100,000  people  over  the  age  of  a 100. 
Thirty-five  years  on  Medicaid.  Thirty-five 
years  that  the  25  year  old  working  here  in 
Wilmington  will  have  to  pay  the  health 
benefits  of  Lee  laccoca  because  Lee  laccoca  is 
over  the  age  of  65.  And  that’s  wrong.  That  is  a 
fundamentally  wrong  entitlement  program.  It 
was  wrong  in  1965,  and  the  AMA  said  so.  The 
AMA  was  not  against  Medicaid,  it  was  against 
giving  people  who  had  the  resources  to  provide 
for  themselves  an  entitlement  program  based 
on  a general  tax  base.  Fifty-five  percent  of 
people  in  1965  had  private  health  insurance 
over  the  age  of  65.  And  we  said,  “Give  it  up. 
We’re  going  to  give  it  to  you.”  And  we  said  “It’s 
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wrong,  because  sooner  or  later  we  can’t  afford  to 
provide  for  those  who  can’t  provide  for  themselves,” 
and  that’s  what  that  whole  program  should  do. 

And  so,  I think  part  of  this  debate  when  we  talk 
about  Medicare  cuts  is  going  to  be,  isn’t  it  time  we 
began  to  either  go  to  a sliding  scale,  graduated 
premium,  something  in  that  program  for  those  in  this 
society  who  can  afford  to  pay  some  or  all  of  their 
health  care  bills  regardless  of  age,  and  factor  it  into 
that  program,  or  we’re  not  going  to  be  able  to  provide 
very  much  care  for  those  who  truly  need  it. 

And  don’t  forget  for  one  minute  that  as  that  40 
million  people  by  the  year  2010  occurs,  in  the  next  15 
years  we’ll  have  the  most  dramatic  and  rapid  shift  in 
our  country,  from  2010  to  2025  that  40  million  people 
over  sixty-five  becomes  80  million  people  over  sixty- 
five.  The  Medicare  Trust  Fund  right  now  is 
programmed  to  go  belly-up  in  six  years.  Let  me  share 
something  with  you,  the  Social  Security  fund  will  not 
be  far  behind.  Yes,  there  is  a trust  fund.  Yes,  we  have 
invested  the  money  in  that  fund.  What  are  we 
investing  in?  Good  paper  of  the  United  States 
government.  We  came  within  $200  billion  of  paying 
our  bills  last  year  and  called  it  the  greatest 
accomplishment  in  the  past  ten  years.  That  paper  is 
not  going  to  be  worth  very  much  when  that  age  group 
hits  that  point. 

And  I give  courage  to  Senator  Carey  and  some  of 
the  others  who  are  willing  to  sit  down  and  look  at  the 
entitlements  in  this  country.  It  takes  a lot  of  guts  and 
courage  to  do  that.  It’s  very  unpopular.  Medicare, 
Social  Security,  in  American  politics  today.  Touch 
them  and  you  die.  Well,  I’m  afraid  we’re  going  to 
have  to  touch  them. 

The  second  observation  I make  to  you  is, 
something  which  makes  this  country  fundamentally 
American,  and  which  I enjoy  and  which  we  all  enjoy, 
but  it  really  is  a factor  that  you  and  I are  going  to  have 
to  deal  with,  and  that  is  the  fact  that  our  demands  as  a 
society  by  and  large  exceed  our  needs.  It’s  a 
fundamental  American  trait,  and  I’m  not  belittling  it, 
it’s  what  makes  our  country  great,  that’s  why  we  have 
28  flavors  of  ice  cream.  It’s  why  we  have  42  cable 
channels  on  our  television,  soon  to  be  500,  and  yet  if 
I suggested  taking  one  or  two  of  those  away  from  you 
that  you  have  never  ever  watched,  you  would  resist 
me,  and  demand  a referendum  and  a few  other  things. 

If  you  don’t  believe  me,  the  next  time  you  to  go 
the  supermarket,  go  to  the  express  line,  10  items  or 
less.  First  of  all,  half  the  people  in  line  have  more  than 
10  items,  because  you  and  I count  them  as  we  wait. 
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And  lo  and  behold  somebody  in  the  express  line  has  a 
coupon  or  a check  to  cash  and  they  hold  us  up  10 
seconds.  If  you  want  to  see  violence  break  out  in  our 
society.... 

But,  you  know  in  education,  and  partly  in  health 
care,  we  try  so  hard  to  do  everything  for  everybody  24 
hours  a day  but,  you  know,  we  can’t  do  it  any  more. 
We  can’t  afford  to  do  it  any  more.  We’re  not  going  to 
let  quality  suffer  because  of  that.  But  we’re  going  to 
have  to  say  to  our  patients,  “Marian,  we  can’t  do  your 
surgery  tomorrow,  because  we’ve  closed  the  extra 
operating  room.  We’re  going  to  have  to  put  it  off  until 
Monday.  You’re  not  going  to  suffer.  I know  it’s 
inconvenient,  I know  about  the  baby  sitter,  I know 
about  your  husband,  I know  all  those  things,  but  we 
can’t  do  it  until  Monday.  And  we  can’t  get  your  CAT 
scan  done.  We’ve  finally  promised  the  technician  she 
can  go  home  at  five  o’clock.  We’re  going  to  have  to 
put  it  off  until  the  next  day  because  our  system  just 
won’t  allow  that  any  more.” 

And  you  and  I are  going  to  have  to  be  the 
messengers  at  the  bedside.  I’d  hoped  there  would  be  a 
politician  there  to  do  it,  but  I expect  there  may  not  be. 
And  that’s  the  message  that  we’re  going  to  have  to 
share  not  only  as  the  government,  but  as  the  private 
sector,  crunches  further  down  the  line  the  resources 
available  to  us. 

The  third  observation  I make  is  a powerful  one 
that  was  going  on  in  this  election.  If  you  remember 
anything  John  Nesbitt  told  us  in  his  hooV.,  Megatrend, 
the  very  first  one,  the  high-tech,  high-touch 
phenomenon,  with  every  new  highly  technological 
event  in  our  society,  once  it’s  balanced  by  something 
highly  touchy,  it  won’t  stay  around  very  long.  And 
isn’t  it  fascinating  that  at  this  time,  and  I’m  sure  that 
those  of  you  who  work  in  acute  care  medical  settings 
in  hospitals  have  realized,  that  just  in  the  last  10-year 
period  we  are  having  people  walk  out  of  our  critical 
care  and  special  care  units  with  illnesses  that  were 
universally  fatal  just  ten  years  ago.  They’re  alive 
because  of  the  application  of  new  technology, 
transplantation,  powerful  new  antibiotics,  the  whole 
thing.  It’s  been  expensive,  it  may  have  taken  a long 
time,  but  they  are  surviving.  And  isn’t  it  fascinating  at 
a time  when  we  can  do  this  high  tech  stuff,  we  find 
this  balance  in  our  society  with  a powerful  movement 
dealing  with  death  with  dignity,  advance  directives, 
living  wills,  and  more  recently  the  incredible 
popularity  of  the  suicide  battle.  I interpret  this  as  my 
patient  saying  to  me,  “Doctor,  you’re  my  best  friend 
when  it  comes  to  this  situation.  If  I go  into  critical  care 
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on  a respirator  for  one  or  two  days  after  you  resect  my 
aneurysm  and  that  will  make  a difference,  and  1 will 
leave  this  hospital,  then  I’ll  go.  But,  tell  me,  doctor, 
honestly,  if  you’re  not  really  sure  that  one  or  two  days 
may  not  be  one  or  two  weeks  or  one  or  two  months, 
then  doctor,  I don’t  want  to  go,  because  I don’t  wish  to 
lose  control,  control  of  my  life,  my  resources,  my 
family,  their  resources.  I don’t  want  to  lose  control.” 
And,  ladies  and  gentlemen,  if  they’re  not  willing  to 
lose  control  to  you  and  me  in  this  situation,  they’re 
certainly  not  willing  to  lose  control  to  a centralized, 
bureaucratic  health  care  system  making  those 
decisions  for  them  either  in  the  public  or  the  private 
sector.  And  1 don’t  think  either  one  had  seen  this 
movement  coming.  And  then  once  you  extend 
managed  health  care  to  the  older  age  group,  once  you 
start  fiddling  with  Medicare  with  a health  reform 
debate,  then  you’re  going  to  hear  this  message  loud 
and  clear  in  this  country.  Be  ready  for  it. 

If  you  get  the  impression  that  I don’t  think 
government  is  the  way  to  solve  the  problem,  you 
perhaps  are  right.  One  of  the  advantages  of  traveling 
around  this  country  in  this  job  is  to  learn  how  different 
people  deal  with  the  government.  I was  down  in 
Mississippi  not  too  long  ago.  They  told  me  down 
there  how  you  deal  with  the  federal  government. 
There  was  a farmer  down  there  in  the  Mississippi 
Delta  country  who  had  a reputation  for  making  a little 
whiskey  on  the  side.  He  did  it  for  several  years,  people 
would  stop  by  and  enjoy  a little  bit,  Somebody  finally 
spilled  the  beans  and  they  sent  a Revenue  Agent  out, 
and  he  finally  found  this  dilapidated  farm  house  in  the 
boondocks  of  Mississippi,  and  rapped  on  the  front 
door.  He  was  a great  big  fellow,  bigger  than  I am,  raps 
on  the  door,  and  a little  kid  answers  about  this  tall.  He 
says,  “I’m  from  the  federal  government.  Where’s 
your  father?”  The  little  kid  says,  “Oh,  he’s  out  making 
whiskey.”  The  agent  said,  “All  right,  I want  you  to 
take  me  to  him.”  The  little  kid  says,  “All  right,  but  it’ll 
cost  you  ten  dollars.”  He  said,  “All  right,  let’s  go.”  He 
says,  “Give  me  the  ten  dollars.”  The  agent  said,  “I’ll 
give  it  to  you  when  we  come  back.”  The  kid  says, 
“Mister,  you  ain’t  coming  back.” 

The  fourth  observation  I would  make  to  you  is, 
there  are  a great  many  social  problems  in  this  country, 
not  the  least  of  which  is  the  problem  of  violence. 
There  are  more  years  of  life  lost  to  violence  in  our 
society  than  years  of  life  lost  to  heart  disease,  cancer 
and  stroke  combined.  And  you  are  in  the  years  of  life 
business.  And  you  and  I need  to  look  very  seriously  at 
how  we  can  uniquely  bring  to  our  patients  the 
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concerns  of  violence  in  our  society,  whether  it  be 
child  abuse,  domestic  violence,  or  elderly  abuse,  what 
can  we  do  to  make  a difference?  There  are  a lot  of 
things  we  can  do.  We  can  better  diagnose  a problem, 
we  can  refer  it,  and  understand  it,  and  even  try  and 
prevent  it.  And  I invite  all  of  you  who  are  not 
members  of  our  Physicians  Coalition  Against  Family 
Violence  to  join  by  writing  to  the  Department  of 
Mental  Health  of  the  AMA  and  we’ll  sign  you  up,  and 
it  doesn’t  cost  you  a thing.  We’ll  send  you  the  four 
best  protocols  known  to  man  on  each  of  those  four 
aspects  of  violence  along  with  a poster  that  we  hope 
you  will  put  up  in  your  hospitality  area,  formerly 
called  the  waiting  room,  a similar  certificate  that  may 
go  in  your  examining  room  with  your  name  appended 
to  it  saying  to  your  patient  who  is  sitting  on  that  table 
that  “I,  doctor  so  and  so,  have  joined  the  Physicians 
Coalition  Against  Family  Violence,  and  I understand 
that  violence  may  play  a significant  role  in  your 
symptoms,  in  your  life.  And,  if  so,  this  is  the  time,  I 
hope  today,  you’ll  take  the  opportunity  to  tell  me 
about  it.” 

There’s  a lot  going  on  this  year,  and  I don’t 
want  to  give  you  a whole  lecture,  I don’t  want  to 
impose  on  your  time,  but  I invite  you  to 
consider  joining  the  rest  of  us  in  that  regard. 

And,  finally,  I leave  by  telling  you  that  I 
have  invited  you  to  Maine.  I want  you  to  know 
that  some  people  do  come  to  Maine.  There  was 
a Maine  farmer  standing  by  the  side  of  the  road 
last  week,  the  hunting  season  is  on  up  there 
now.  It  was  a secondary  main  road,  and  the 
farmer  was  standing  there  and  a spot  of  dust 
came  down  the  road,  and  if  you  got  a little 
closer,  you  could  see  it  was  a late  model 
automobile,  and  if  you  got  even  closer  you  could 
see  it  was  a Mercedes  and  had  New  York  plates 
on  it,  in  fact,  I think  they  were  MD  plates,  at 
that.  And  if  you  looked  at  the  left  front  fender, 
there  was  a huge  Maine  10-point  buck  laying 
there.  On  the  right  front  fender  was  this  large 
Maine  black  bear  which  had  been  shot.  There 
were  a few  huge  Christmas  trees  on  the  top  of 
his  car.  And  if  you  looked  carefully  in  the  back 
seat  you  could  see  a bushel  of  apples.  The 
farmer  sat  there  watching  the  procession.  The  car 
came  to  a screeching  halt,  and  the  electric  window 
went  down,  and  a rather  charming  capped  driver  said 
to  the  farmer,  “Hey,  can  I take  this  road  to  New  York 
City?”  The  farmer  said,  “You  might  as  well,  you’ve 
taken  everything  else.” 
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STI  Computer  Services  is  a VIP  'Preferred'  vendor  with 
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tronically. STI  sold  its  first  Perfect  Care  Medical  System 
in  1984  to  a diabetes  specialty  practice  based  in  Prince- 
ton, New  Jersey.  That  system  is  still  being  used  today. 
STI  Perfect  Care  is  a comprehensive  practice  manage- 
ment system  that  offers  everything  you  need  to  comput- 
erize your  practice  — from  appointment  scheduling 
through  clinical  records.  The  system  provides  your  prac- 
tice future  growth  capabilities  using  the  DOS  operating 
system.  For  example,  currently  installed  practices  range 
from  single  computers  in  small  practices,  to  large  group 
practices  with  25  workstations  and  multiple  remote  of- 
fice locations  tied  into  the  system.  For  more  information, 
call  1-215-768-9030,  or  contact: 


Corporate  Office: 

Joseph  M.  Cerra  • STI  Computer  Services,  Inc. 

1150  First  Avenue,  Suite  620  • King  of  Prussia,  PA  19406 

Reprinted  with  Permission  from  the  Medicare  Report, 
November  1993.  © 1993  Pennsylvania  Blue  Shield. 
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Proceedings  of  the  House  of  Delegates,  1994 

Part  II 


Reports  of  Special  Committees 
Committee  on  Aging 

The  Committee  on  Aging  met  throughout  the 
past  year.  Regular  meetings  were  attended  by 
the  regular  committee  members  as  well  as 
regular  representatives  from  outside  agencies, 
including  Ms.  Eleanor  Cain,  director  of  the 
state  Division  of  Services  for  Aging  and  Adults 
with  Physical  Disabilities;  Ms.  Norma  Shaw 
from  the  Delaware  Chapter  of  AARP;  Mr. 
Robert  E.  Lawson,  executive  director  of  the 
Delaware  Healthcare  Facilities  Association; 
and  Mr.  William  Winder,  executive  director  of 
the  Nemours  Health  Clinic. 

The  committee  again  assisted  the  Division 
of  Services  for  Aging  and  Adults  with  Physical 
Disabilities  in  its  annual  Beach  Day  program 
for  senior  citizens  in  September.  The  Medical 
Society  sponsored  an  exhibit  which  focused  on 
health  screening  and  disease  prevention. 
Additions  were  made  to  the  exhibit,  including 
an  “Ask  the  Doctor”  sign  and  new  posters. 
Society  members  staffed  the  exhibit,  answered 
inquiries  from  senior  citizens,  did  blood 
pressures,  and  distributed  brochures  concern- 
ing a variety  of  health  promotion  issues. 

The  Division  of  Aging  Leadership  Confer- 
ence held  in  May  of  1994  was  cosponsored  by 
the  Medical  Society  of  Delaware.  The 
Committee  on  Aging  also  recommended  that 
the  Society  ask  the  Public  and  Professional 
Education  and  Advocacy  Committee  if  it  could 
assist  the  Division  of  Services  for  Aging  and 
Adults  with  Physical  Disabilities  in  organizing 
health  education  programs.  The  division  is 
coordinating  a speakers’  bureau  to  present 
health  programs  for  the  aging  population.  The 
Committee  on  Aging  also  recommended  that 
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the  Society  support  the  Annual  Geriatric 
Medicine  Symposium  held  in  December. 

The  Subcommittee  on  Nursing  Homes 
discussed  after-hours  pharmacy  services 
available  to  nursing  homes.  The  pharmacy 
industry  resolved  this  issue  by  expanding  their 
on-call  capabilities.  A member  of  the  Board  of 
Pharmacy  attended  one  of  the  discussions 
concerning  the  Board  of  Pharmacy’s  desire  to 
limit  the  drugs  available  in  the  nursing  home 
interim  box.  The  subcommittee  supported 
some  flexibility  in  the  contents  of  the  interim 
medication  boxes  and  urged  nursing  homes  to 
work  to  eliminate  internal  problems  to  better 
serve  patients.  The  Task  Force  to  Revise  the 
State’s  Long-Term  Care  Regulations  has  two 
members  representing  the  subcommittee  on 
nursing  homes.  Dr.  Roger  B.  Rodrigue  chairs 
the  Physician  Services  Subcommittee,  and  Dr. 
Wayne  C.  Zwick  chairs  the  Professional 
Services  Committee.  The  goal  of  the  task  force 
is  to  review  and  revise  the  state  regulations 
concerning  skilled  and  intermediate  nursing 
home  care  as  well  as  intermediate  care  nursing 
home  regulations  of  the  mentally  retarded. 
The  Subcommittee  on  Nursing  Homes  has  now 
been  consolidated  with  the  parent  Committee 
on  Aging. 

The  committee  continues  to  look  forward  to 
working  with  the  Division  of  Services  for  Aging 
and  Adults  with  Physical  Disabilities,  the 
Delaware  Chapter  of  the  AARP,  the  Delaware 
Health  Care  Facilities  Association,  and  the 
Nemours  Health  Clinic,  especially  in  joint 
programs  that  allow  the  Medical  Society  to 
have  an  impact  and  show  concern  for  eldercare 
health  issues. 

Wayne  C.  Zwick  MD 
Chairman 
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The  report  was  filed. 

Charitable  Services  Committee 

The  Charitable  Services  Committee’s  main 
activity  continues  to  be  involvement  with  the 
Claymont  Health  Service  at  the  Claymont 
Community  Center.  We  continue  to  see  an 
ever-expanding  population  of  patients  and 
have  enjoyed  a widespread  cooperation  among 
specialists  who  have  agreed  to  see  patients  in 
referral.  We  also  have  a seat  on  the  Board  of 
Trustees  of  the  Claymont  Community  Center, 
and  I have  been  attending  these  meetings  as 
our  representative.  It  is  anticipated  that  this 
responsibility  will  be  rotated  amongst  mem- 
bers of  the  Charitable  Services  Committee  on  a 
bi-annual  basis. 

In  addition  we  have  had  an  enormous 
amount  of  help  from  Mr.  Phillip  Corrozi,  our 
legislative  liaison,  in  garnering  the  additional 
funds  needed  for  the  underwriting  of  Claymont 
Community  Center  and  Charitable  Health 
Service. 

We  would  solicit  from  the  membership  any 
ideas  they  might  have  concerning  other 
projects  for  the  Charitable  Services  Commit- 
tee. 

Dennis  R.  Witmer  MD 
Chairman 

The  report  was  filed. 

Environmental  and  Public  Health 
Committee 

The  committee  met  on  March  17  and  May  26, 
and  there  are  plans  to  meet  two  more  times 
before  the  end  of  the  year.  It  became  apparent 
at  the  first  meeting  that  this  committee  lacked 
direction  and  focus,  and  there  was  a great  need 
to  establish  a mission  and  set  objectives.  The 
following  communication  was  sent  to  the 
members  in  an  effort  to  solicit  their  support: 

The  public  (our  patients)  are  becoming 
increasingly  aware  of  the  connection  between 
environmental  hazards  and  potential  health 
outcomes.  Sometimes  they  are  even  exces- 
sively anxious  and  cannot  properly  interpret 
conflicting  information,  being  subject  to 
manipulation  from  the  media  and  special 
interest  groups. 
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Physicians  are  considered  trustworthy  in 
offering  information  and  advice  on  environ- 
mental health  issues,  as  well  as  being  called 
upon  to  take  care  of  patients  with  illnesses  that 
might  have  been  caused  in  part  or  totally  from 
physical,  biological,  or  chemical  agents  in  the 
environment. 

Physicians  have  not  necessarily  been 
trained  to  evaluate  the  environmental  contri- 
bution in  the  development  of  disease.  This 
creates  a conflict  between  the  patient  needs 
and  our  ability  to  respond  in  a responsible 
manner. 

Our  committee  is  in  a position  to  start 
addressing  this  and  other  problems  that 
contribute  to  the  tension  that  exists  between 
medical  care  of  individuals  and  public. 
However,  we  need  the  members’  interest, 
energy,  and  commitment  before  we  can  start 
doing  the  necessary  work. 

This  communication  produced  the  desired 
response;  the  next  meeting  was  well  attended. 
It  was  agreed  by  the  membership  that  our 
committee  would  function  as  the  link  between 
the  medical  community  and  the  Division  of 
Public  Health  and  other  pertinent  state 
agencies.  Presentations  were  made  by  Dr. 
Charles  Konigsberg  on  Healthy  Delaware 
2000,  and  by  Dr.  Paul  Silverman  on  the  new 
office  of  Environmental  Health  Evaluation. 

The  plan  for  the  remaining  tenure  of  this 
committee  is  to: 

Determine  how  our  committee  can 
support  Healthy  Delaware  2000. 
Establish  a mechanism  of  liaising  with 
the  office  of  Environmental  Health 
Evaluation  in  order  to  notify  Delaware 
physicians  who  are  practicing  in  a 
geographic  area  experiencing  environ- 
mental health  problems  and  pass  on 
educational  material  that  will  assist 
them  in  evaluating  and  treating 
community  residents  with  health 
problems. 

We  have  also  requested  that  the  committee 
membership  be  expanded  by  adding  a member 
from  the  state  chapters  of  the  Academies  of 
Dermatology  and  Otolaryngology.  Unfortu- 
nately, we  did  not  receive  a positive  response 
from  either  of  these  organizations. 
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In  summary,  the  committee  has  hopefully 
been  energized  and  found  a fociiilfor  future 
activities.  More  can  be  done  on  both  the  public 
and  environmental  health  fronts  by  promoting 
education  on  environmental  and  public  health 
issues  and  remaining  responsive  to  the  needs 
of  our  patients  regarding  the  effects  of 
environmental  pollution  on  human  health. 

Athena  T.  Jolly  MPH,  MD 
Chairman 

The  report  was  filed. 

Maternal  and  Child  Care  Committee 

Several  issues  were  addressed  by  the  Maternal 
and  Child  Care  Committee  during  the  past 
year.  Support  was  expressed  for  the  universal 
vaccination  plan  proposed  by  the  Division  of 
Public  Health  and  for  the  mental  health 
program,  Speak-Up  for  Children:  1994,  which 
was  developed  by  the  Mental  Health  Commit- 
tee of  the  Delaware  Chapter  of  the  American 
Academy  of  Pediatrics.  Concern  was  expressed 
by  the  committee  that  child  abuse  prevention 
protocols  for  the  Division  of  Child  Protective 
Services  were  developed  approximately  two 
years  ago  but  have  not  been  fully  implemented. 

Birth-related  data  for  1991  (the  most 
recent  available  data)  prepared  by  the 
Delaware  Health  Statistics  Center  were 
reviewed.  Although  there  has  been  a slight 
drop  in  the  infant  mortality  rate,  Delaware’s 
statistics  are  still  far  below  the  national 
average,  especially  in  the  city  of  Wilmington 
and  areas  of  Sussex  County.  The  committee 
offered  several  proposals  to  address  the  infant 
mortality  rate  including  development  of  a 
Birth  Defects  Registry  and  a Fetal-Infant 
Mortality  Review.  The  Medical  Society  and  the 
Medical  Center  of  Delaware  applied  for  a grant 
for  a mortality  review,  but  the  lack  of  a state 
statute  to  hold  harmless  the  members  of  the 
review  committee  prevented  consideration  of 
this  grant  at  the  national  level.  The  Division  of 
Public  Health  has  promised  to  look  into  both  of 
these  areas. 

The  committee  again  addressed  the  issue  of 
mandatory  screening  of  all  pregnant  women 
for  the  presence  of  HIV  infection.  This  issue 
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was  sent  to  the  Board  of  Trustees  on  two  prior 
occasions  and  referred  to  Dr.  Charles 
Konigsberg  for  review.  Identification  of  HTV- 
infected  women  would  permit  early  treatment 
and  periodically  decrease  the  rate  of  vertical 
infection  in  these  pregnancies. 

Garrett  H.C.  Colmorgen  MD 
Chairman 

The  report  was  filed. 

Medicine  and  Religion  Committee 

The  Medicine  and  Religion  Committee  has  met 
several  times  this  year  in  preparation  for  the 
Annual  Prayer  Breakfast  to  be  held  in 
conjunction  with  the  state  Medical  Society’s 
meeting  in  November.  In  addition  we  intend  to 
resume  the  Physician/Clergy  Breakfast  in  the 
spring  of  1995  after  a gap  of  two  years.  If 
members  of  the  Medical  Society  have  any 
suggestions  concerning  topics  for  the  Physi- 
cian/Clergy Breakfast  or  wish  to  participate  in 
its  planning,  we  welcome  your  comments. 

Dennis  R.  Witmer  MD 
Chairman 

The  report  was  filed. 

Medico-Legal  Affairs  Committee 
and  Joint  Committee  of  Physicians 
and  Attorneys 

The  Medico-Legal  Committee  had  no  signifi- 
cant activity  during  the  past  year. 

The  Joint  Committee  of  Physicians  and 
Attorneys  met  on  a number  of  occasions  during 
the  past  year  in  an  attempt  to  improve  the 
Delaware  Death  with  Dignity  Act.  This  started 
in  October  1990,  and  a bill  was  introduced  into 
the  136th  General  Assembly  but  was  not 
passed  by  the  House  before  the  Assembly 
ended.  After  that,  this  Committee  tried  to 
produce  a modified  proposal.  However,  finally 
in  May  of  this  year,  we  came  to  the  conclusion 
that  a broader-based  legislative  committee 
should  be  established  to  help  draft  a more 
encompassing  bill  and  lend  broader-based 
support  in  the  legislature.  Hence,  in  May  of 
this  year,  recommendations  were  made  to  the 
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Delaware  State  Bar  Association  and  the 
Medical  Society  of  Delaware  that  such  a body 
be  established  and  that  our  Committee  would 
be  available  to  act  as  a resource  to  the 
legislative  committee. 

John  T.  Hogan  MD 
Chairman 

The  report  was  filed. 

Mental  Health,  Alcoholism, 

and  Drug  Abuse  Committee 

There  was  no  report  from  the  Mental  Health, 

Alcoholism  and  Drug  Abuse  Committee. 

Pharmacy  Committee 
At  the  time  of  submission  of  this  report,  the 
Pharmacy  Committee  had  met  twice  during 
this  year.  On  April  27, 1994,  the  committee  met 
at  the  Delaware  Academy  of  Medicine 
building.  On  July  27,  1994,  the  committee  met 
at  the  Association  of  Delaware  Hospitals 
building  in  Dover. 

The  following  issues  were  addressed  at 
these  meetings: 

A.  Drug  Utilization  Review  Board 

The  question  as  to  whether  physicians 
had  written  permission  from  their 
patients  to  supply  information  re- 
quested from  the  Drug  Utilization 
Review  Board  was  researched.  It  was 
documented  that  as  each  patient 
subscribes  to  the  Medicare  program, 
they  sign  a release  form  allowing 
information  concerning  their  diag- 
noses and  medication  usage  to  be 
shared  with  the  Drug  Utilization 
Review  Board. 

The  committee  also  advised  the 
Drug  Utilization  Review  Board  on 
methods  with  which  to  handle  physi- 
cians who  were  found  to  be  practicing 
outside  of  the  recommended  norms  in 
the  field  of  pharmaceutical  care. 
Formal  policies  were  established  in- 
cluding written  inquiries,  verbal  inter- 
views with  physician  representatives 
on  the  board,  and  lastly,  with  referral 
to  the  Board  of  Medical  Practice  if  all 
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prior  methods  have  failed  to  settle  the 
issue. 

Committee  members  continue  to  be 
active  participants  in  each  of  the  Drug 
Utilization  Review  Board’s  meetings 
and  help  in  advising  the  procedures 
developed  by  that  board  for  prospective 
and  retrospective  review  of  pharma- 
ceutical practices  within  the  state  of 
Delaware. 

B.  Faxing  of  Prescriptions 

Recently  the  DrugEnforcement  Agency 
revised  its  policies  allowing  for  pre- 
scriptions to  be  faxed  to  pharmacies. 
This  revision  was  adopted  by  the  state 
of  Delaware  in  its  own  Pharmacy 
Regulations.  The  effect  of  this  revision 
on  physician  convenience,  patient 
privacy,  prescription  diversion,  and 
accuracy  of  communication  between 
physician  and  pharmacy  was  investi- 
gated. After  careful  review  of  this 
issue,  it  was  concluded  that  the  ability 
to  fax  prescriptions  would  enhance 
patient  care  and  should  be  supported. 

C.  Dispensing  of  Drug  Samples  from 
Physicians’  Offices 

It  was  brought  to  the  attention  of  the 
committee  that  several  members  of  the 
Medical  Society  had  been  visited  by  the 
Board  of  Pharmacy  inspectors  to 
review  the  manner  in  which  drug 
samples  are  being  dispensed.  Fines 
have  been  levied  on  physicians  who  are 
not  in  compliance  with  the  Delaware 
Pharmacy  Law  which  requires  exten- 
sive labelling  of  all  drugs  upon 
dispensing.  The  Pharmacy  Committee 
discussed  the  difficulty  in  complying 
with  all  aspects  of  the  pharmacy  law. 
The  committee  recommended  that  the 
Board  of  Pharmacy  consider  alterna- 
tive regulations  for  drug  supplies 
dispensed  for  free  from  the  physician’s 
office  and  intended  to  be  used  for  a 
period  of  less  than  one  week.  These 
recommendations  were  communicated 
directly  to  members  of  the  Board  of 
Pharmacy  and  will  be  considered  by 
the  board  at  its  next  meeting. 
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D.  Ritalin  Supply 

It  was  brought  to  the  attention  of  the 
committee  that  the  supply  of  Ritalin 
had  run  low  at  the  end  of  1993.  This 
made  it  difficult  for  some  patients  who 
had  been  maintained  on  this  medica- 
tion to  continue  their  therapy.  It  was 
discovered  that  the  supply  of  Ritalin  is 
strictly  controlled  by  the  DEA  because 
of  its  abuse  potential.  The  DEA  is 
aware,  however,  of  the  difficulties 
produced  at  the  end  of  1993  and  will  be 
adjusting  their  limits  on  Ritalin 
manufacturing  accordingly. 

E.  Nemours  Clinic  Prescriptions 
Members  of  the  Society  had  brought  to 
the  attention  of  the  committee  that 
downstate  patients  receiving  con- 
trolled substances  from  Nemours 
Clinic  had  difficulties  in  obtaining 
those  prescriptions.  Prescriptions  of 
non-controlled  substances  were  gener- 
ally transported  from  the  Wilmington 
Nemours  Clinic  to  downstate  locations 
for  further  distribution  to  the  patients 
in  each  area.  Controlled  substances, 
however,  were  not  allowed  to  be 
transported  to  downstate  senior  cen- 
ters, held  there,  and  later  distributed 
to  individual  clients.  Such  distribution 
would  be  in  violation  of  the  Board  of 
Pharmacy  laws  requiring  all  controlled 
substances  to  be  held  within  the 
licensed  pharmacies  until  distributed 
directly  to  the  patient.  Multiple  options 
were  investigated  with  Nemours  Clinic 
on  how  to  ease  the  burden  on 
downstate  patients.  The  option  felt 
most  likely  to  succeed  was  one  in  which 
the  prescriptions  would  be  either 
mailed  or  sent  by  UPS  to  the  patients  if 
the  patient  elected  to  pay  the  handling 
and  postage  fee  set  by  Nemours  Clinic. 
This  option  is  currently  being  investi- 
gated by  Nemours  Clinic. 

F.  Liaisons  with  State  Pharmacy  Groups 
The  Pharmacy  Committee  recognized 
that  there  are  multiple  groups  through- 
out the  state  dealing  with  pharmacy 
issues  which  directly  impact  the 
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practice  of  members  of  the  Medical 
Society  of  Delaware.  Many  times  the 
Medical  Society  is  informed  about  new 
regulations  after  they  have  been 
instituted  and  the  members  of  the 
Society  need  to  conform  to  them.  It  was 
felt  that  the  Pharmacy  Committee 
would  benefit  from  direct  communica- 
tion with  other  entities  within  the  state 
dealing  with  pharmacy  issues.  For  this 
reason,  delegates  were  invited  from 
various  groups  and  have  now  become 
official  liaisons  to  the  Pharmacy 
Committee.  The  groups  that  are 
currently  represented  include  the 
Delaware  State  Board  of  Pharmacy, 
the  Delaware  Pharmaceutical  Society, 
the  state  Medicare  Drug  Utilization 
Review  Board,  and  the  Controlled 
Substances  Act  Advisory  Committee. 
Each  meeting  of  the  Pharmacy  Com- 
mittee shall  represent  an  opportunity 
for  all  of  these  entities  to  communicate 
directly  with  each  other  and  remain 
informed  of  the  issues  being  addressed 
by  each  entity. 

The  Pharmacy  Committee  plans  to  meet  on 
one  final  occasion  during  1994. 

Michael  J.  Pasquale  MD 
Chairman 

The  report  was  filed. 

Physicians’  Health  Committee 
This  year  has  been  a busy  one  for  the 
Physicians’  Health  Committee;  I remember  at 
this  time  last  year  reporting  approximately  20 
active  cases.  So  far  this  year,  the  committee 
has  had  13  new  cases  added  to  those  already 
being  followed.  Our  success  rate  has  been 
remarkably  good,  with  only  rare  need  for  any 
licensure  impact.  Some  physicians,  having 
done  well  for  five  or  more  years,  have 
“graduated.”  The  committee  has  had  several 
new  members,  which  have  been  badly  needed, 
added. 

In  September  I represented  Delaware  at 
the  International  Conference  for  Physicians’ 
Health  in  Ottawa,  which  was  extremely 
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productive  in  terms  of  evaluating  our  own  set 
up  compared  with  those  of  other  states, 
sharing  ideas  and  networking. 

Clarification  and  improvement  of  our 
relationship  with  the  Board  of  Medical  Practice 
has  been  an  area  of  effort.  A committee 
delegation  gave  a special  presentation  to  the 
Board  in  August  and  further  efforts  to  improve 
this  interface  continue. 

As  the  workload  of  the  committee 
continues  to  rise  so,  eventually,  must  the 
financial  commitment  of  the  Medical  Society  to 
support  it.  This  will  be  a major  challenge  in  the 
future. 

It  is  a privilege  to  serve  as  Chairman  of  a 
group  of  the  most  giving  and  dedicated 
physicians  with  whom  I have  ever  had  the 
pleasure  of  working. 

Carol  A.  Tavani  MD 
Chairman 

The  report  was  filed  with  the  recommen- 
dation that  there  be  investigation  of  a 
means  to  enhance  funding  for  the 
foundation  and  the  committee,  due  to  its 
rapidly  expanding  work  load,  in  order  to 
meet  anticipated  future  needs. 

Prison  Health  Care  Committee 

Since  the  last  Annual  Meeting,  there  have 
been  several  meetings  of  the  Prison  Health 
Committee,  and  we  seem  to  be  making  some 
progress. 

A meeting  had  been  held  on  October  19, 
1993,  between  the  Brandywine  Counseling 
Group,  who  help  in  the  management  of  drug 
addicts  in  the  prison,  and  the  people  from 
Correctional  Medical  Systems  were  also  in 
attendance.  It  seemed  that  some  of  the 
problems,  again,  had  arisen  because  of  poor 
communication.  It  would  seem  the  meeting 
helped  resolve  the  problem. 

Several  letters  to  Mr.  Watson,  Commis- 
sioner of  Department  of  Corrections,  have  not 
elicited  any  response  from  him.  The  two 
prisoners  who  had  long  term  problems 
mentioned  in  our  last  report  to  the  Medical 
Society  seemed  to  have  been  resolved:  the  man 
with  the  tumor  seems  to  be  getting  the 


116 


treatment  he  is  supposed  to  and  his  discomfort 
is  being  controlled;  and  the  other  with  the 
problem  with  his  knee  has  been  effectively 
treated  by  surgery. 

At  a meeting  in  April  the  whole  question  of 
whether  we  should  not  get  an  ombudsman  for 
all  the  prisoners  was  brought  up  and  discussed 
in  detail.  This  was  followed  by  a meeting  in 
July  where  we  proposed  to  try  to  follow  the  set 
up  established  in  Minnesota  with  the 
agreement  of  the  Board  of  Trustees  of  the 
Medical  Society  of  Delaware.  We  have  written 
to  Governor  Carper  suggesting  that  he  look 
into  the  possibility  of  setting  up  such  a 
program  and  drafting  the  appropriate  legisla- 
tion. 

It  has  been  suggested  that  we  establish 
some  sort  of  medical  library  for  the  men’s 
prisons  in  order  to  give  them  some  of  the 
information  which  is  now  being  provided  to  the 
Women’s  Correctional  Institution.  We  shall 
explore  the  possibilities. 

Charles  L.  Minor  MD 
Chairman 

The  report  was  filed. 

School  Health  Committee 

The  School  Health  Committee  has  not  met 
during  the  past  year,  but  a meeting  is 
scheduled  to  take  place  on  the  evening  of 
November  22nd.  The  purpose  of  the  meeting  is 
to  discuss  the  relationship  between  the 
activities  of  school  nurses  and  the  school-based 
health  clinics. 

Diana  Dickson-Witmer  MD 
Chairman 

The  report  was  filed. 

Council  of  Specialty  Societies 

Representatives  of  the  specialty  societies  were 
invited  by  President  Thomas  J.  Maxwell  to 
submit  reports  for  inclusion  in  the  House  of 
Delegates  handbook. 

'The  reports  that  follow  were  Hied. 
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American  College  of  Obstetricians 
and  Gynecologists 

As  chairman  of  Delaware  Section,  District  III 
of  The  American  College  of  Obstetricians  and 
Gynecologists,  I am  submitting  the  enclosed 
report  on  our  society’s  main  issues  and 
concerns  during  the  past  year. 

ACOG’s  biggest  thrust  in  the  past  year  has 
been  assuring  that  obstetrician-gynecologists 
be  recognized  as  primary  care  providers  in  any 
legislation.  The  chairman  and  vice  chairman  of 
the  Delaware  Section  spent  several  days  in 
Washington,  D.C.,  lobbying  Senators  Roth  and 
Biden  and  Representative  Castle  on  this  and 
other  health  care  issues.  Representative  Castle 
was  one  of  the  first  cosponsors  of  House 
Resolution  234  which  designates  Ob-Gyns  as 
primary  care  providers.  Senator  Roth  has 
cosponsored  the  similar  Senate  Resolution 
#170.  Total  cosponsorship  for  the  House 
version  is  311  representatives,  70  percent  of 
members  of  the  House.  The  Senate  version  has 
65  cosponsors.  On  the  local  level,  the  Delaware 
House  of  Representatives  endorsed  Resolution 
#56,  originally  introduced  by  Representative 
Maroney.  It  calls  on  Congress  to  designate 
obstetrician-gynecologists  as  primary  care 
providers  for  women  under  any  federal  laws 
regulating  health  care. 

Of  interest  may  be  ACOG’s  definition  of 
primary  care:  “A  primary  care  physician  is  a 
physician  directly  accessible  to  patients  for 
their  initial  contact.  This  physician  will  see 
patients  for  a specific  or  undifferentiated 
complaint  or  who  desire  health  maintenance 
through  periodic  health  checkups.  The 
primary  care  physician  also  provides  continu- 
ity of  care  and  is  readily  available  to  the  patient 
when  they  have  either  a specific  or  nonspecific 
complaint.  Such  physicians  will  perform  initial 
evaluation  and  management  of  the  patient 
within  their  expertise.  The  primary  care 
physician  advises  when  referral  to  another 
physician  is  indicated,  coordinating  subse- 
quent and  continuing  care  to  assure  the 
patient  of  the  most  comprehensive  care 
available.”  Our  concern  has  been  assuring  the 
patient’s  access  to  the  physician  of  their  choice 
in  the  new  era  of  medicine. 

Our  second  concern  has  been  lobbying  for 
tort  reform.  As  mentioned  above,  this  was  a 
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major  issue  for  discussion  with  the  congress- 
men in  D.C.  In  addition,  the  chairman  testified 
before  a Delaware  Joint  Session  regarding  the 
impact  of  tort  reform  on  the  cost  of  medical  care 
and  the  diminishing  accessibility  to  practicing 
obstetricians  in  the  state  of  Delaware.  With 
particular  reference  to  the  city  of  Wilmington, 
within  the  past  year  several  more  physicians 
ceased  the  practice  of  obstetrics  because  of 
malpractice  concerns.  On  behalf  of  women 
seeking  Ob-Gyn  care  in  this  country,  we 
continue  to  lobby  for  legislation  that  will  allow 
them  access  to  the  care  they  want  and  deserve. 

Anna  M.  D’Amico  MD 
Chairman 

American  College  of  Occupational 
and  Environmental  Medicine 
In  October  1993  President  Clinton  introduced 
a health  care  reform  proposal  — the  Health 
Security  Act  (H.R.  3600/S.  1757).  This  legisla- 
tion includes  a number  of  provisions  which,  if 
passed  by  Congress,  will  greatly  impact  the 
practice  of  occupational  and  environmental 
medicine. 

While  ACOEM  applauds  the  Administra- 
tion’s intent  to  provide  every  American  with 
health  insurance,  we  are  concerned  that  the 
legislation  does  not  take  into  account  the 
important  role  occupational  and  environmen- 
tal medicine  already  plays  in  providing  quality 
health  care  to  workers.  In  fact,  unless  certain 
provisions  of  the  bill  are  changed,  the 
American  worker  will  not  be  provided  with  the 
same  quality  of  care  he/she  is  currently 
receiving. 

Specifically,  the  College  is  concerned  with: 
1)  the  merger  of  the  medical  components  of 
workers’  compensation  into  the  health  cover- 
age, and  2)  the  omission  of  worksite  health  care 
delivery  in  an  integrated  health  care  system. 

The  proposal  calls  for  the  establishment  of 
state-run  “health  alliances”  through  which 
people  would  obtain  their  health  insurance. 
ACOEM  is  concerned  that  under  this  system, 
employers  will  not  be  provided  with  any 
incentive  to  maintain  workplace  programs  for 
illness/injury  prevention  and  health  promo- 
tion. In  addition,  the  proposed  legislation  does 
not  include  preventive  medicine  in  the 
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definition  of  primary  health  care.  It  is 
ACOEM’s  position  that  the  legislative  lan- 
guage must  be  changed  to  state  that  the  field  of 
preventive  medicine,  including  occupational 
medicine,  is  a primary  care  specialty.  The 
language  must  also  be  clarified  to  state  that 
employers  must  provide  those  preventive 
services  determined  to  be  needed  by  workplace 
“high  risk  populations;”  these  services  to  be 
performed  under  the  supervision  of  qualified 
occupational  physicians. 

John  Kramer  MD 
President 

Delaware  State  Osteopathic 
Medical  Society 

Over  the  course  of  the  past  year,  the  Delaware 
State  Osteopathic  Medical  Society  has  been 
following  closely  the  various  proposed  changes 
in  the  health  care  system  of  our  country. 
Monthly  meetings  are  held  among  Executive 
Committee  members  (Andrew  Gelman  DO, 
Edward  Sobel  DO,  James  Fierro  DO,  Barry 
Bakst  DO,  John  Decarli  DO,  and  Steven  Edell 
DO).  Quarterly  educational  dinner  meetings 
continued  through  1994  and  were  well 
attended.  The  upcoming  Delaware  State 
Osteopathic  Medical  Society  Fall  Symposium 
is  scheduled  for  December  17,  1994,  and  all  are 
welcome. 

Andrew  J.  Gelman  DO 
President 

Asthma,  Allergy  and  Immunology  Society 

Over  the  past  year  the  Asthma,  Allergy  and 
Immunology  Society  of  Delaware  has  engaged 
in  the  following  activities: 

Information  concerning  changes  in 
CPT  codes  and  their  proper  usage  with 
respect  to  allergy  and  immunology  was 
provided  to  individual  members. 
Updates  in  the  relative  value  units  for 
these  codes  and  Medicare  allowables 
were  obtained  for  all  the  codes  that  we 
currently  use  and  relayed  to  our 
members. 

Negotiations  between  our  members 
and  Principal  Health  Care  with  respect 


118 


to  proper  usage  of  CPT  codes  have  been 
ongoing  over  the  past  year. 

An  acceptable  compromise  with  Princi- 
pal Health  Care  has  been  reached 
concerning  pulmonary  function  testing 
in  association  with  office  visits  and  new 
patient  visits  and  office  consultations. 
We  also  believe  that  we  found  a way  for 
Principal  Health  Care  to  bypass  its 
computer  system*  which  was  not 
allowing  us  to  bill  for  office  visits  and 
allergy  shots  the  same  day  and  which 
was  causing  our  charges  for  office  visits 
to  be  rejected. 

Also  over  the  past  year  we  have  been 
reviewing  our  educational  programs 
concerning  asthma  and  allergic  disease 
that  we  present  to  the  residents  of 
Family  Practice,  Pediatrics,  and  Inter- 
nal Medicine  at  the  Medical  Center  of 
Delaware,  St.  Francis,  and  A I.  duPont 
Institute,  as  well  as  to  our  fellow 
physicians  in  these  departments.  We 
are  attempting  to  increase  the  number 
of  presentations  that  we  give  to  these 
groups. 

In  the  coming  year  we  hope  to  continue 
with  the  above  efforts,  as  well  as  to  have 
another  family  asthma  day  presentation, 
perhaps  in  the  spring.  This  presentation, 
which  would  be  open  to  the  public,  would 
probably  be  given  in  a meeting  room  at  one  of 
our  area  shopping  centers. 

William  Geimeier  MD 
President 

American  College  of  Gastroenterology, 
Delaware  Chapter 

The  past  year  has  been  a very  busy  year  for  the 
American  College  of  Gastroenterology  in  face 
of  on-going  health  care  reform.  The  Delaware 
Chapter  has  been  very  busy  on  the  national 
front  with  representatives  on  significant 
gastroenterology  committees.  The  college 
members  have  also  stayed  busy  with  education 
efforts.  Lectures  have  been  given  to  the  senior 
citizens  in  our  community  on  various 
gastroenterology  topics,  while  at  the  same  time 
continuing  house  staff  and  medical  student 
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education  with  Friday  GI  conferences  at 
Christiana  Hospital  and  a newly  designed  core 
lecture  series  for  the  Internal  Medicine  house 
staff  at  the  Medical  Center  of  Delaware.  There 
has  also  been  active  involvement  with 
gastroenterology  lectures  to  the  Family 
Practice  Training  Program  at  St.  Francis 
Hospital.  Our  Delaware  Chapter  was  also 
represented  in  September  1994  with  a member 
participating  on  the  faculty  of  the  American 
College  of  Gastroenterology’s  national  post- 
graduate course. 

We  look  forward  to  a very  active  upcoming 
year. 

Joseph  F.  Hacker  III  MD 
Governor 

Delaware  Society  of 
Anesthesiologists,  Inc. 

The  Delaware  Society  of  Anesthesiologists  has 
been  active  during  the  past  year  and  has 
focused  its  attention  on  several  different  areas. 
Health  care  delivery  has  been,  and  is,  a major 
concern.  During  the  past  legislative  year  in 
Delaware,  members  of  the  society  were 
involved  in  several  phases  of  the  legislative 
process  and  were  especially  active  in  discus- 
sions which  dealt  with  the  Advanced  Practice 
Nursing  Bill.  Ultimately,  the  legislation  which 
passed  included  the  scope  of  practice  for 
Certified  Registered  Nurse  Anesthetists. 
Although  the  legislation  that  was  passed  is 
consistent  with  public  policy  demands,  our 
society  continues  to  believe  that  anesthesiolo- 
gists should  direct  the  delivery  of  anesthesia 
care. 

The  society’s  educational  interests  were 
highlighted  in  our  annual  meeting  last  year  at 
which  time  two  nationally  recognized  speakers 
delivered  several  scientific  lectures.  Other 
members  of  our  society  have  participated  in 
educational  programs  by  presenting  lectures 
on  various  topics  in  a number  of  different 
hospitals  throughout  the  state. 

In  the  area  of  risk  management,  a number 
of  members  of  the  Delaware  Society  of 
Anesthesiologists  have  spent  time  working  on 
hospital-based  risk  management  committees. 
We  have  also  participated  in  ongoing  studies  at 
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the  national  level  of  Closed  Claims  Analysis 
which  have  been  conducted  through  the 
American  Society  of  Anesthesiologists.  The 
lessons  learned  from  these  studies  have  been 
valuable  to  all  anesthesiologists  and  their 
patients. 

In  the  future,  we  anticipate  continuing  our 
activities  and  participation  in  all  of  the  above 
listed  areas. 

Richard  N.  Hindin  MD 
President 

Delaware  Neurologic  Society 

The  Delaware  Neurologic  Society  is  pleased  to 

report  its  activities  over  the  last  year. 

The  society  continues  to  work  with  state 
legislators  and  motor  vehicle  administrators 
regarding  regulations  for  patients  with 
seizures  who  operate  motor  vehicles.  Greater 
urgency  is  being  given  to  this  topic  due  to  the 
fact  that,  for  the  first  time,  a physician  is  being 
sued  for  failure  to  report  a patient  who 
subsequently  had  an  accident.  Dr.  Fink,  a well- 
respected  Wilmington  neurologist,  recently  led 
an  excellent  program  with  several  state 
legislators  and  Delaware  Neurology  Society 
members  on  the  legal  aspects  of  reporting 
patients  with  seizures  to  the  Department  of 
Motor  Vehicles.  Problems  addressed  included 
clarification  of  who  to  report.  Department  of 
Motor  Vehicles’  responsibilities,  and  problems 
with  the  current  laws,  especially  in  terms  of 
physician-patient  relationship. 

The  society  supported  a bill  to  limit  the 
practice  of  electromyography  performed  by 
physical  therapists.  Electromyography,  a sub- 
specialty of  neurology,  is  a diagnostic 
technique  which  should  be  performed  only  by 
physicians  with  expertise  in  this  area.  The 
current  status  of  this  bill  is  not  clear.  The 
society  continues  its  support  for  several  groups 
active  in  the  state,  including  the  Delaware 
Chapter  of  the  Multiple  Sclerosis  Society,  the 
Epilepsy  Association,  and  Alzheimer’s  Associa- 
tion. 

Many  advances  in  the  diagnosis  and 
treatment  of  disorders  of  the  nervous  system 
have  occurred  during  the  first  four  years  of  the 
Decade  of  the  Brain.  Greater  experience  has 
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been  gained  in  the  use  of  iBe^a-interferon 
(Betaseron™),  the  first  medication  which  has 
been  shown  to  inhibit  or  reverse  the 
progression  of  multiple  sclerosis.  The  experi- 
ence with  tacrine  (Cognex™)  for  the  treatment 
of  Alzheimer’s  disease  has  been  less  rewarding. 
Felbamate  (Felbatol™),  a promising  new 
medication  for  seizures,  was  recently  found  to 
be  associated  with  aplastic  anemia  and 
fulminant  hepatitis.  This  has  severely  re- 
stricted its  use  to  those  with  intractable 
seizures. 

The  diagnosis  and  treatment  of  sleep 
disorders  is  also  moving  into  the  mainstream  of 
neurology,  with  the  two  sleep  disorders  centers 
in  the  state  (Christiana  Medical  Center  and 
Kent  General  Hospital)  under  the  direction  of 
neurologists. 

The  society  applauds  the  closing  of  the 
fourth  year  of  the  Decade  of  the  Brain  with 
continued  remarkable  achievements  not  only 
in  the  diagnosis  but  also  the  treatment  of 
diseases  of  the  nervous  system.  On  a local  and 
state  level,  the  society  plans  continued 
activities  to  promote  the  proper  care  of  patients 
with  neurologic  diseases,  assisting  them  to  live 
a fulfilling  life. 

Robert  J.  Varipapa  MD 
President 

Delaware  Academy  of  Family  Physicians 
The  Delaware  Chapter  of  the  American 
Academy  of  Family  Physicians  has  had  a busy 
year.  I am  happy  to  report  our  progress  to  you. 

Carrying  forward  our  tradition  of  educa- 
tion, we  continue  to  offer  our  membership,  as 
well  as  nonmembers,  two  ten-lecture  series  of 
noontime  lectures  at  Saint  Francis  Hospital. 
Additionally,  we  offer  continuing  medical 
education  at  most  of  our  academy  meetings, 
including  a comprehensive  program  at  our 
annual  meeting  in  the  spring. 

Our  academy,  especially  Dr.  William 
Funk,  has  taken  a very  active  role  in  bringing 
no-cost  or  low-cost  vaccinations  to  the  children 
of  our  state. 

Our  membership,  and  the  percentage  of 
total  family  physicians  in  the  state  who  are 
members,  remains  high. 

The  Delaware  Academy  of  Family  Physi- 
cians’ Research  and  Education  Foundation 
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continues  to  grow.  We  now  receive  corporate 
support,  and  the  programs  put  on  through  the 
foundation  are  expanding.  Standardized  pedi- 
atric flow  sheets  are  being  drafted  and 
computerized,  and  we  continue  to  educate 
medical  students  in  family  medicine  through 
the  Platt  Fellowship  awards  program.  The 
foundation  also  provides  money  for  research  in 
family  medicine,  as  well  as  support  for 
educational  programs  such  as  the  annual 
Geriatric  Medicine  Symposium. 

Dr.  Thomas  C.  Scott  was  named  our  1995 
Family  Doctor  of  the  Year,  and  the  award 
ceremony  will  take  place  at  our  1995  annual 
meeting  in  April. 

The  Delaware  chapter  continues  to 
support  the  American  academy  in  its  endeavor 
to  insure  that  all  family  physicians  who  are 
adequately  trained  and  who  desire  privileges 
in  procedures  are  able  to  gain  those  privileges. 
The  specialty  societies  and  insurance  industry 
are  attempting  to  limit  such  privileging. 

I am  proud  to  say  that  the  Delaware 
Academy  of  Family  Physicians  is  alive  and  well 
(and  active)  in  1994. 

Henry  A.  DePhillips  III  MD 
President 

Delaware  Chapter,  American  Academy 
of  Pediatrics 

The  Delaware  Chapter  of  the  American 
Academy  of  Pediatrics  continues  to  work  with 
the  state  and  insurers  on  a universal 
vaccination  plan  which  would  provide  vaccine 
for  all  of  the  state’s  children  using  a statewide 
purchase  plan,  distribution,  and  tracking 
system.  We  are  rxinning  pilot  programs  to 
streamline  EPSDT  visits  in  private  pediatri- 
cians’ offices  and  to  increase  access  for  the 
patients  and  efficiency  for  the  physicians. 

New  issues  include  addressing  the  perinatal 
mortality  rate  in  Delaware  (we  rank  fiftieth  in 
the  United  States),  working  with  a coalition  of 
service  providers  in  the  West  End  to  coordinate 
services  provided  to  the  families  who  live 
there,  and  working  to  improve  mental  health 
preventive  services  to  children  and  families. 

Sandra  Hassink  MD 
President 
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Delaware  Chapter  of  the  American 
College  of  Surgeons 

The  Delaware  Chapter  of  the  American  College 
of  Surgeons  is  proud  to  announce  the  initiation 
of  Drs.  Peter  Townsend,  Bruce  Michael  Topol, 
and  T.  Ernesto  Figueroa  into  the  American 
College  of  Surgeons  at  its  meeting  in  Chicago 
the  week  of  October  10,  1994. 

The  chapter  will  hold  its  annual  dinner 
event  on  November  11,  1994.  The  speaker  will 
be  Dr.  Robert  A.  Berenson,  who  is  a board 
certified  internist  with  a group  practice  in 
Washington,  D.C.  Dr.  Berenson  served  as  co- 
chair of  two  working  groups  as  part  of  the 
Clinton  White  House  task  force  on  health 
reform;  one  on  malpractice  reform  and  the 
other  on  the  structure  and  function  of 
accountable  health  plans.  Dr.  Berenson  is 
national  program  director  of  improving 
malpractice,  prevention,  and  compensation 
systems  (IMPACS),  funded  by  the  Robert 
Woods  Johnson  Foundation  and  located  in  the 
Center  for  Health  Policy  Studies  at  the 
Georgetown  University  School  of  Medicine. 

At  the  November  11,  1994,  event,  the 
Delaware  Chapter  of  the  American  College  of 
Surgeons  will  for  the  first  time  be  awarding 
prizes  for  resident  research  papers.  One  $250 
prize  will  be  awarded  to  the  best  clinical  paper 
submitted,  and  one  $250  prize  will  be  awarded 
to  the  best  basic  surgical  science  paper 
submitted.  The  winning  papers  will  be 
published  in  Current  Surgery. 

Diana  Dickson-Witmer  MD 
President 

Delaware  Academy  of  Physical  Medicine 
and  Rehabilitation 

The  Delaware  Academy  of  Physical  Medicine 
and  Rehabilitation  is  a new  organization.  We 
have  been  officially  recognized  by  the 
American  Academy  of  Physical  Medicine  and 
Rehabilitation  as  the  state  organization.  We 
have  organized  with  a president  (myselD,  Ross 
M.  Ufberg  MD,  secretary/treasurer,  Craig 
Sternberg  MD,  state  liaison  to  the  American 
Academy  of  Physical  Medicine  and  Rehabilita- 
tion. We  have  been  holding  quarterly 
meetings.  We  have  been  active  in  state 
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legislative  activities.  Nationally  the  members 
petitioned  HCFA  to  not  proceed  with  a notice  in 
the  Federal  Register  to,  in  effect,  eliminate  the 
DRG  exempt  status  of  in-hospital  rehabilita- 
tion units.  This  was  done  nationally  by  the 
American  Academy  of  Physical  Medicine  and 
Rehabilitation  and  was  successful.  Locally  we 
have  been  active  in  the  state  legislature  with 
concerns  about  the  Physical  Therapy  Bill  and 
the  relationship  between  athletic  trainers  and 
physical  therapists.  We  expect  to  continue  to  be 
active  on  the  state  level  and  nationally  when 
appropriate.  Several  members  will  have 
attended  the  American  Academy  of  Physical 
Medicine  and  Rehabilitation  Meeting  in 
Anaheim,  California,  from  the  eighth  of 
October  to  the  twelfth  of  October. 

Bertram  Greenspun  DO 
President 

Delaware  Society  of 
Orthopaedic  Surgeons 

The  following  is  a summary  of  the  Delaware 
Society  of  Orthopaedic  Surgeons  activities  for 
1994. 

The  Delaware  Society  of  Orthopaedic 
Surgeons  has  been  in  contact  with  members  of 
Congress  in  Washington,  D.C.  to  support 
legislation  for  any  willing  provider.  A one- 
minute  radio  message  was  also  placed  on  one  of 
the  local  radio  stations  through  the  Academy  of 
Orthopaedic  Surgeons  in  regards  to  patients’ 
freedom  of  choice  for  specialty  care. 

There  has  also  been  contact  with  certain 
managed  care  companies  concerning  follow-up 
x-rays  of  patients  with  fractures  being  done  in 
individual  offices,  instead  of  referring  them  to 
one  radiology  group.  The  practice  of  sending 
patients  with  fractures  out  of  the  office  to  a 
radiology  place  does  at  times  cause  a hardship 
on  the  patient  and  could  adversely  affect  the 
outcome  of  patient  care. 

The  above  matters,  as  well  as  health  care 
reform,  will  be  presented  at  the  annual 
meeting  of  the  society  in  November  1994. 

Mohammad  Kamali  MD 
President 
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The  Medical  Society  of  Delaware’s  205th 


Reference  Committee  A,  chaired  by  Carol  A.  Tavani  MD 


Reference  Committee  B,  chaired  by  Michael  A.  Alexander  MD 


Reference  Committee  C,  chaired  by  Stephen  S.  Grubbs  MD 


The  House  of  Delegates  heard  the  reports  of  the 
reference  committees. 


Speaker  of  the  House 
Roger  B.  Thomas,  Jr., 


MD 


Robert  E.  McAfee  MD, 
president  of  the  AMA, 
addressed  the  House  of 
Delegates.  The  text  of 
his  address  is  included 
in  this  issue  of  thet/our- 
nal. 


At  Saturday’s  luncheon,  Thomas  J.  Maxwell  MD  pre- 
sented Leslie  W.  Whitney  MD  with  a plaque  in  recog- 
nition ofDr.  Whitney’s  graduation  from  medical  school 
50  years  ago.  The  following  individuals  were  recog- 
nized as  well:  Drs.  Stephen  W.  Bartoshesky;  James 
Beebe,  Jr.;  Philip  R.  Bromage;  Robert  W.  Frelick; 
Andrey  A.  Georgieff;  Morton  Keyser;  John  J.  Lazzeri; 
E.  Wayne  Martz;  Allston  J.  Morris;  Harry  G.  Neese, 
Jr.; Nora  O’Flynn  O’Brien;  Christos  Papastavros;  John 
J.  Reinhard;  and  Leonard  Tucker. 
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Annual  Meeting:  November  18-19,  1994 


Murray  K.  Dalinka  MD 


Philip  W.  Kantoff  MD 


Terence  R.  Malloy  MD 


David  Platt  MD  was 
recogniedby  the  Dela- 
ware Trial  Lawyers 
Association  for  his 
work  on  behalf  of  the 
Society  on  the  annual 
“Doctor  and  Lawyer 
Education  Day”  pro- 
gram. 


Allen  Steere  MD 


Donald  E.  Rosen  MD 


Charles  Konigsberg 


MD  MPH 


Thomas  J.  Maxwell 
MD  presented  Christa- 
Marie  Singleton  MD 
with  the  President’s 
Award  for  organizing 
the  Society’s  first  resi- 
dent section  and  being 
elected  to  the  govern- 
ingboardofthe  AMA’s 
resident  section. 


For  the  first  time,  the  Society  had  its  own  display  at  the  annual 
scientific  session.  Mike  Taylor  represented  the  insurance  subsidiary, 
MSDIS,  and  Jana  L.  Siwek  and  Laurel  A.  Haring  answered  questions 
about  the  Society’s  many  benefits. 


Thomas  J.  Maxwell  MD  honored  Robert  Kettrick  MD 
and  Bruce  Karrh  MD  for  their  dedication  to  the  citizens 
of  Delaware  and  the  medical  profession. 


Stephen  R.  Permut  MD  presented  Jackie  Alvarez, 
widow  of  the  late  Daniel  Alvarez  MD,  with  a resolution 
adopted  by  the  AMA  House  of  Delegates  honoring  Dr. 
Alvarez’s  lifetime  of  service  to  the  medical  profession  as 
Dr.  Maxwell  looked  on. 


The  changing  of  the  guard: 
MSD  President  Thomas  J. 
Maxwell  MD  puts  the  presi- 
dential medal  on  his  succes- 
sor, Michael  J.  Bradley  DO. 
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Delaware  Chapter  of  American  College 
of  Physicians 

The  major  focus  of  the  Delaware  Chapter  of 
American  College  of  Physicians  has  been  with 
continuing  medical  education  and  professional 
collegiality.  We  held  a successful  scientific 
meeting  in  February  of  1994  at  the  Christiana 
Hilton  attended  by  50  physicians  including 
residents  and  will  again  be  planning  our 
meeting  on  February  26,  1995,  to  be  held  at  the 
Christiana  Hilton.  This  year  we  will  hold 
elections  for  governor-elect  to  assume  my  post 
in  April  of  1996.  The  candidates  will  be  Dr. 
Joseph  Kuhn  and  Dr.  Stephen  Permut. 

The  Chapter  also  hosted  a journal  club  for 
the  medical  residents  in  1994,  and  this  focused 
on  a discussion  of  medical  ethics  and  humanity 
issues  derived  from  the  essays  that  have  been 
published  on  medicine  in  the  Annals  of 
Internal  Medicine.  It  was  quite  successful. 

The  Chapter  awarded  Laureate  Awards  to 
Dr.  John  Egan  and  Dr.  E.  Wayne  Martz  at  the 
annual  meeting  recognizing  their  longstanding 
contributions  to  the  Delaware  medical  commu- 
nity. 

The  Chapter  is  also  formally  trying  to  look 
at  the  needs  of  the  Delaware  members,  and  a 
strategic  planning  committee  has  been  formed 
under  the  leadership  of  Dr.  Cynthia  Heldt.  The 
College  of  Physicians  nationally  is  interested 
in  developing  a program  that  will  incorporate 
community-based  internists  into  the  curricula 
of  medical  schools.  This  community-based 
teaching  project  is  being  studied  locally  to  see 
how  the  Delaware  Chapter  may  participate. 

The  Chapter  also  sponsored  a picnic  and 
softball  game  between  attendings  and  resi- 
dents in  honor  of  the  new  residents 
participating  in  the  Medical  Center’s  program. 
This  was  quite  successful. 

Finally,  the  Chapter  continues  to  monitor 
political  events  that  have  a bearing  on  the 
health  care  reform  both  locally  and  nationally 
and  provides  feedback  to  our  congressional 
delegation  regarding  the  opinion  and  interests 
of  members  of  the  College. 

James  H.  Newman  MD 
Chairman 


124 


Psychiatric  Society  of  Delaware 
This  past  year  has  seen  a strengthening  in 
advocacy  on  the  part  of  our  membership  for 
appropriate  health  care  reform  with  particular 
attention  to  the  mental  health  needs  of  our 
patients.  Some  of  our  most  important  work 
involved  coauthoring  a letter  to  the  Blue  Cross 
Blue  Shield  Advisory  Council  and  CEO 
regarding  appropriate  treatment  of  patients 
with  mental  health  needs  as  Blue  Cross  Blue 
Shield  begins  to  make  changes  in  reimburse- 
ment policies  for  these  services.  We  have 
worked  with  the  Medical  Society  through  our 
representative.  Dr.  Jorge  Pereira-Ogan,  to 
carry  forth  reasonable  psychiatric  coverage 
and  to  work  toward  parity  through  develop- 
ment of  the  Medical  Society  initiative  as 
submitted  to  the  Health  Care  Commission  for 
Health  Care  Reform.  Our  council  has  made 
numerous  mailings  to  Sally  Gore,  the  chair  of 
the  Health  Care  Commission,  and  we  continue 
to  work  with  Secretary  Eichler’s  crew 
regarding  the  needs  of  child  mental  health 
under  health  care  reform.  We  have  worked 
through  Dr.  Ashley  Angert  of  our  Private 
Practice  and  Managed  Care  Committee  to 
increase  discussion  vdth  our  psychologist 
colleagues,  our  other  doctorate  level  col- 
leagues, in  terms  of  mutual  goals  for  treatment 
of  mental  health  needs  under  health  care 
reform.  We  have  established  open  dialogue  to 
prevent  some  of  the  strife  which  has  occurred 
between  our  parent  organizations  on  the 
national  level.  This  is  a real  plus  for  Delaware. 

Perhaps  the  most  exciting  development, 
arising  out  of  both  the  Children’s  Department 
and  our  efforts  to  support  discussion  regarding 
public/private  partnerships  has  been  the 
organization  of  a meeting  by  Drs.  Anita 
Amurao  and  Nidia  Yanez  to  begin  discussion 
with  the  State  Division  of  Child  Mental  Health 
regarding  public/private  partnership  for  deliv- 
ery of  child  mental  health  needs,  which  would 
include  public  and  private  agencies,  at  least 
some  pooled  funding,  and  create  new 
alternatives  for  delivering  specialized  mental 
health  services.  Being  involved  as  psychia- 
trists at  the  outset  increases  our  chances  for  a 
strong  clinical,  administrative,  and  teaching 
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role  in  any  new  public/private  partnership 
efforts.  We  have  worked  with  Dr.  Catherine 
Clary,  our  chair  of  public  affairs,  to  promote 
“May  is  Mental  Health  Month”  and  in 
cooperation  with  the  Mental  Health  Associa- 
tion had  an  impressive  list  of  activities 
scheduled  for  May  which  included  presenta- 
tions in  various  forums  by  which  the  public 
came  in  contact  with  our  members.  We 
continue  to  work  with  the  Alliance  for  the 
Mentally  111  in  Delaware  to  support  develop- 
ment of  appropriate  programs  for  the  severely 
mentally  ill  in  both  the  public  and  private 
sectors. 

Our  council  has  worked  very  hard  to 
extend  an  invitation  to  all  psychiatric  residents 
to  have  an  increased  role  with  the  council  and 
membership  of  the  Psychiatric  Society  of 
Delaware.  Dr.  Borer  has  discussed  with  Dr. 
Margolis  and  Dr.  Springer  of  the  Psychiatric 
Residency  Training  Program  the  development 
of  more  outpatient  rotations  to  increase  the 
quality  of  teaching  and  sharing  between  our 
residents  and  community  psychiatrists.  Our 
council  has  worked  to  increase  communication 
with  the  membership  of  the  Psychiatric  Society 
of  Delaware  through  such  means  as  monthly 
mailings  of  a President’s  letter,  along  with 
minutes  of  the  council  meetings. 

We  have  filled  vacancies  in  the  chairman- 
ship of  our  Ethics  Committee  with  Dr.  Neil 
Kaye,  a forensic  psychiatrist,  who  brings  his 
experience  to  us  and  Dr.  Mary  Lu  Hale,  who 
has  a long  history  of  working  on  ethics  issues  as 
a member  of  the  Ethics  Committee.  Their 
guidance  has  been  invaluable  this  year  as  we 
have  dealt  very  appropriately  with  several 
ethical  complaints. 

The  council  has  broadened  its  efforts  at 
including  psychiatrists  from  Kent  and  Sussex 
County  in  the  regular  monthly  meetings  of  the 
council.  Dr.  Phyllis  Smoyer  deserves  praise  for 
her  efforts  in  getting  the  fellowship  nomina- 
tions back  on  track.  It  is  important  to  note  that 
nomination  for  fellowship  in  the  American 
Psychiatric  Association  is  based  not  simply  on 
experience  and  credentials,  but  candidates 
must  exemplify  the  goals  and  ethics  of  the 
organization  and  set  a good  example  for  all. 
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We  have  continued  to  have  high  quality 
scientific  meetings,  and  I also  wish  to  thank 
Dr.  Neil  Kaye  for  his  interesting  and  thought 
provoking  presentation  on  Ethics  in  Psychia- 
try at  our  Seaford  meeting,  such  activities 
being  supported  by  the  national  organization 
as  we  continue  to  face  increasing  demands  for 
difficult  ethical  decision  making. 

The  Psychiatric  Society  of  Delaware 
endorsed  Representative  Jane  P.  Maroney  for 
the  Warren  Williams  Award,  an  Area  III 
Council  Award  which  goes  to  that  leader 
showing  outstanding  achievement  in  the  area 
of  advocacy  for  child  mental  health  needs.  I am 
pleased  to  report  that  Representative  Maroney 
won  this  award,  which  she  will  be  accepting  in 
November  in  Washington,  D.C. 

During  my  tenure  as  president,  our  council 
continued  to  promote  ethics  both  within  our 
organization  and  in  such  areas  as  managed 
care.  My  legacy  was  to  continue  our 
commitment  to  ethics  and  openness  and  open 
communication  between  the  council  and  the 
general  membership.  We  have  improved  our 
executive  secretarial  services  to  meet  our 
growing  needs.  I will  continue  to  work  as 
immediate  past  president  at  publishing  the 
survey  we  are  preparing  to  publish  on  our  state 
membership.  I would  also  like  to  continue  our 
organization’s  work  in  the  realm  of  public/ 
private  partnerships  for  the  delivery  of  mental 
health  care. 

Thank  you  for  the  opportunity  to  report  on 
our  society’s  actions  during  the  past  year. 

Mark  S.  Borer  MD 
Immediate  Past  President 

Delaware  Urological  Society 

The  officers  are: 

Alex  M.  Raney  MD,  President 
Rafi  Soofi  MD,  Vice  President 
Thomas  Lehman  MD,  Secretary/Treasurer 

Delegates  to  the  Medical  Society  of  Delaware’s 
medical  activities  are: 

Michael  Whitworth  MD,  Northern  Dela- 
ware District 

Thomas  Lehman  MD,  Alternate 

Robert  Klaus  MD,  Southern  Delaware 

District 
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Alex  M.  Raney  MD,  Delegate  to  the  Mid- 

Atlantic  Section  of  the  A.UA.,  in  addition  to  the 

Socioeconomic  Committee 

Robert  Klaus  MD,  Delegate  to  the 

A.A.C.U. 

R.  H.  Hosmane  MD,  Alternate  Delegate  to  the 
AA.C.U. 

There  have  been  no  special  issues  or 
concerns  expressed  this  past  year  by  members 
of  the  Delaware  Urological  Society. 

Alex  M.  Raney  MD 
President 

American  Society  of  Internal  Medicine, 
Delaware  Chapter 

The  Delaware  Chapter  of  the  American  Society 
of  Internal  Medicine  continues  to  be  not  as 
active  as  neighboring  chapters  in  surrounding 
states.  It  is  hoped  that  this  trend  will  change. 
With  the  many  changes  occuiring  in  the  health 
care  field,  internal  medicine  should  be  a leader 
in  directing  the  delivery  of  health  care.  This 
has  occurred  at  the  national  level  (ASIM)  and 
in  many  surrounding  states.  The  Delaware 
chapter  should  set  its  goals  for  1995  to  obtain  a 
more  active  and  viable  chapter. 

To  accomplish  this  task,  several  areas  are 
being  explored.  At  the  annual  meeting  in 
November,  plans  call  for  our  assigned  trustee 
and  president  of  ASIM,  Kathleen  Weaver  MD, 
to  update  us  on  national  topics  facing  internal 
medicine,  such  as  the  role  of  internists  in  the 
managed  care  field  and  the  future  of  internal 
medicine  itself. 

A questionnaire  is  being  prepared  to  poll 
the  members  to  find  out  what  they  would  like 
to  occur  as  a chapter.  Topics  such  as  quarterly 
meetings  will  be  explored.  Currently  two 
members  sit  on  a primary  care  panel  that 
meets  periodically  with  the  local  HMO 
governing  bodies.  It  is  felt  that  quarterly 
meetings  would  be  very  helpful  to  internists  so 
that  this  information  could  exchange  hands 
through  dialog. 

Internal  medicine  should  not  be  regarded 
as  just  another  primary  gatekeeper.  Only 
through  our  collective  action  and  challenge  to 
restrictions  placed  on  our  delivery  of  health 
care  will  we  be  able  to  effect  change  and  try  and 


126 


steer  the  practice  of  medicine  to  the  best  for  our 
patients. 

William  R.  Nottingham,  Jr.,  MD 
Interim  President  and  President-Elect 

Reports  of  Ad  Hoc  Committees 

Ad  Hoc  Committee  to  Review  the  Clinton 
Health  Plan 

During  the  past  year,  the  Ad  Hoc  Committee 
has  met  intensively  at  different  times  to 
evaluate  the  status  of  health  care  reform  and 
most  particularly  to  perform  a page-by-page, 
line-by-line  critique  of  the  Clinton  Health  Care 
Plan.  This  was  done  in  preparation  for 
anticipated  action  on  the  floors  of  the  House 
and  Senate.  Our  critique  has  been  shared  with 
Senators  Roth  and  Biden  and  Representative 
Castle,  and  we  have  been  prepared  to  meet 
with  these  individuals  as  health  care  reform 
was  being  considered  in  the  United  States 
Congress.  Since  no  plan  came  close  to  fruition, 
those  meetings  never  occurred;  however,  we 
will  continue  to  maintain  the  committee  and 
use  the  critique  of  the  Clinton  Plan  as  a 
template  against  which  to  gauge  any  future 
health  care  reform  plans  that  may  come  before 
the  United  States  Congress  or  before  the 
legislature  of  the  state  of  Delaware. 

I would  like  to  thank  the  committee 
members  for  the  many  hours  of  work  that  they 
spent  in  preparation  for  and  attendance  at 
meetings.  The  review  of  “the  plan”  was 
laborious,  and  it  was  gratifying  to  have  the 
support  of  the  committee  members  in  this 
process. 

Stephen  R.  Permut  MD 
Chairman 

The  report  was  filed. 

Advisory  Committee  to  the  Board 
of  Medical  Practice 

Members  of  the  committee  made  themselves 
available  to  the  Board  of  Medical  Practice  as 
needed  during  the  past  year. 
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The  Advisory  Committee  to  the  Board  of 
Medical  Practice  was  formed  over  a year  ago  to 
assist  the  Board  of  Medical  Practice  in 
adjudication  of  allegations  concerning  physi- 
cians about  whom  a preliminary  investigation 
by  the  Board  has  determined  that  reason  exists 
for  the  Board  to  take  definitive  actions.  The 
advisors  are  not  paid  for  their  efforts. 

Martin  Gibbs  MD 
Chairman 

The  report  was  filed. 

Medicare  Carrier’s  Physician  Advisory 
Committee 

The  Carrier  Advisory  Committee  (CAC)  is  now 
two  years  old.  Meetings  continue  to  be  held  on 
a quarterly  basis.  Membership,  which  is  drawn 
from  each  specialty,  has  been  poorly  repre- 
sented at  the  meetings.  Usually  the 
nonphysician  component  outnumbers  the 
physician  members.  Their  lack  of  interest  has 
occurred  because  in  the  beginning  the  carrier, 
Pennsylvania  Blue  Shield  (PBS),  was  rather 
dictatorial  and  tutorial  in  its  attendance  at  the 
meetings.  However,  recent  guidelines  from 
HCFA  have  set  1995  as  a year  wherein  this 
type  of  conduct  at  the  meetings  will  change. 
The  HCFA  representatives  stated  that  at  the 
carrier  level  and  at  the  national  HCFA  level 
physicians  can  expect  to  see  a more  consumer- 
friendly  attitude.  This  is  being  heard  from 
every  CAC  across  the  country. 

Although  national  policy  cannot  be 
established  or  changed  at  these  meetings,  local 
policy  can  be  influenced.  The  physician  co- 
chair is  held  by  a member  who  meets  with  each 
of  the  other  CACs  in  the  middle-state  region. 
This  individual  meets  several  times  a year  with 
the  other  CAC  co-chairs  on  a national  level, 
and  they  make  recommendations  to  HCFA  to 
help  establish  national  policy.  This  input  at  the 
state  CAC  is  important  from  all  specialties.  It  is 
hoped  that  attendance  will  increase. 

A number  of  current  items  are  forthcom- 
ing. To  begin  with,  the  carrier  will  change  its 
name  to  XACT  to  clearly  separate  its  activity 
from  Pennsylvania  Blue  Shield.  This  action 
occurred  nationally  with  every  carrier. 
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The  E & M codes  will  be  more  closely 
inspected  in  the  future  to  see  if  all  components 
of  the  level  of  care  delivery  have  been  covered. 
This  will  be  important  for  cognitive  medical 
care,  such  as  internal  medicine  or  family 
practice. 

Beginning  in  1995,  the  physician  of  record, 
the  attending,  will  be  identified  on  hospital 
records.  This  should  make  reimbursement 
easier  and  assure  that  those  services  are  not 
overlooked.  Also  the  difficult  item  of  concur- 
rent care  appears  to  have  been  resolved  with 
specific  guidelines  given. 

It  appears  that  physicians  do  have  a 
vehicle  with  which  to  sit  down  face  to  face  with 
members  of  the  carrier  to  try  and  clarify  and 
resolve  issues.  This  will  work  if  both  sides  give 
it  a chance. 

William  R.  Nottingham,  Jr.,  MD 
Co-Chairperson 

Reports  of  Council  of  Liaisons  and 
Representatives 

Delaware  Foundation  for  Medical 
Services,  Ltd. 

The  Delaware  Foundation  for  Medical  Ser- 
vices, Ltd.  (the  Voluntary  Initiative  Program  of 
the  Medical  Society  of  Delaware)  has  had  a 
most  successful  year.  Since  the  inception  of  the 
program,  we  have  found  a medical  home  for 
close  to  3,000  patients  who  are  beneficiaries  in 
the  Medicaid  program.  Currently  we  are 
averaging  119  successful  placements  a month 
with  approximately  one-half  of  these  being 
with  family  practitioners  and  a little  better 
than  one-fourth  of  these  being  with  pediatri- 
cians. All  reports  indicate  there  is  a high  rate  of 
compliance  with  appointments  made  for 
Medicaid  patients  through  this  program  and  a 
high  degree  of  satisfaction  expressed  by  the 
recipients  of  these  services.  Likewise,  the  fact 
that  this  disadvantaged  population  is  spread 
across  a large  number  of  generous  and  caring 
physicians  has  lightened  the  load  for  all  of  us 
and  is  a reflection  of  the  benevolence  of 
members  of  the  Medical  Society  of  Delaware. 

A fund  drive  is  currently  underway  to 
finance  the  program  and  has  met  with  great 
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success.  We  are  currently  approximately 
$35,000  shy  of  achieving  a matching  grant  of 
$100,000,  which  would  give  the  program  a 
$200,000  infusion  of  funds  sufficient  to  run  the 
program  into  the  foreseeable  future.  In 
addition,  the  Board  is  studying  ways  to  expand 
this  program  to  begin  to  address  the  problems 
of  indigent  patients  and  their  unique  health 
care  needs.  As  suggestions  and  progress  are 
made  in  this  area,  reports  will  be  forthcoming 
to  the  Medical  Society  of  Delaware  Board  of 
Trustees. 

Joseph  A.  Lieberman  III,  MPH,  MD 

Chairman 

The  report  was  filed  with  the  recommen- 
dation that  future  reports  contain  more 
detailed  financial  data. 

Delaware  Health  Care  Commission 
In  May  of  1994  Sarah  I.  Gore,  chairman  of  the 
Delaware  Health  Care  Commission  (DHCC), 
provided  a report  to  Governor  Carper  on  its 
recommendations  for  health  care  reform  in 
Delaware.  The  report,  “A  Comprehensive 
Health  Care  Reform  Strategy  for  the  State  of 
Delaware,”  was  prepared  by  Health  Systems 
Research,  Inc.  of  Washington,  D.C.  after 
extensive  deliberations  with  the  commission 
and  others  interested  in  health  care.  The 
report  is  available  from  the  DHCC,  telephone 
number  (302)  739-6906. 

The  Cost  Containment  Committee  (CCC)  of 
the  DHCC,  headed  by  Dr.  Bruce  Karrh,  was 
specifically  created  to  investigate  factors 
known  to  drive  up  hospital  costs.  In  its  final 
report,  it  cited  the  need  to  strengthen  the 
Certificate  of  Need  (CON)  process.  The 
subsequent  passage  of  HB-331  created  a 
Delaware  Health  Resources  Board  to  replace 
the  sunsetting  Health  Resources  Management 
Council.  This  board  will  have  CON  decision- 
making authority  and  will  coordinate  activities 
with  the  DHCC  and  the  Department  of  Health 
and  Social  Services.  During  the  two-year 
interval  of  the  legislatively  mandated  duration 
of  the  board’s  existence,  the  DHCC  is  charged 
with  reviewing  the  effectiveness  of  the 
certificate-of-need  process  as  a cost  contain- 
ment tool. 
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In  addition,  the  CCC  will  continue  to  focus 
on  areas  of  specific  interest  to  the  DHCC. 
Specifically,  this  committee,  in  conjunction 
with  the  Medical  Society  of  Delaware  and 
others,  will  focus  on  the  problem  of  health  care 
costs  related  to  medical  liability  and  defensive 
medicine.  Troyen  A.  Brennan  MD  JD, 
professor  of  Law  and  Public  Health  and 
associate  professor  of  Medicine  at  Harvard  has 
been  selected  to  facilitate  the  committee’s 
review  and  development  of  legislative  recom- 
mendations. 

The  CCC  also  noted  that  consumers  need 
better  information  to  allow  them  to  make 
prudent  health  care  choices.  Subsequently,  the 
DHCC  developed  a Data  Committee  to  look  at 
the  technical  and  strategic  elements  of  the 
state  health  care  information  system  that 
would  provide  information  on  quality,  cost 
effectiveness,  and  access.  The  Delaware 
Uniform  Health  Data  Act  (HB-507)  of  1994 
places  responsibility  for  collecting,  analyzing, 
and  disseminating  health  and  hospital  dis- 
charge data  in  the  Bureau  of  Health  Planning 
in  the  Department  of  Health  and  Social 
Services.  This  assures  that  data  reside  with  the 
state  and  that  its  dissemination  is  a function  of 
the  state.  This  legislation  also  charges  the 
Health  Care  Commission  with  analyzing  the 
feasibility  of  collecting  data  from  providers 
other  than  hospitals. 

The  successful  Voluntary  Initiate  Program 
(VIP)  of  the  MSD  is  undergoing  an  indepen- 
dent evaluation  by  Dr.  James  Gill  of  the 
Medical  Center  of  Delaware. 

The  DHCC  has  supported  two  pilot- 
managed  care  programs.  The  Delaware 
Network  Health  Plan  was  licensed  as  a health 
maintenance  organization  (HMO)  by  the 
Department  of  Insurance  in  February  of  1994. 
This  HMO,  built  around  Nanticoke  Memorial 
Hospital  and  its  providers,  offers  a low-cost 
benefit  package  to  employers  in  Western 
Sussex  County  who  have  not  previously 
insured  their  employees.  The  Delaware  Health 
Plan  Consortium  was  licensed  as  a Health 
Services  Corporation  by  the  Department  of 
Insurance  on  March  23,  1994.  The  consortium 
will  offer  a low-cost  benefit  package  to 
employers  in  New  Castle,  Kent,  and  eastern 
Sussex  counties  who  do  not  currently  offer 
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insurance  to  their  employees.  The  consortium 
offers  this  package  through  a group  of  insurers 
and  providers  who  are  part  of  the  consortium. 
Mathematica  Policy  Research  of  Washington, 
D.C.,  has  been  contacted  to  develop  an 
evaluation  tool  for  these  pilot  projects. 

In  the  absence  of  legislative  reform  at  a 
federal  level,  the  Delaware  Health  Care 
Commission  expects  to  pursue  a strategy  of 
incremental/transitional  reform  as  outlined  in 
its  report  to  the  governor. 

Robert  G.  Kettrick  MD 
Liaison 

The  report  was  filed. 

Delaware  Institute  of  Medical  Education 
and  Research  (DIMER) 

The  present  DIMER  board  includes  the 
following  members:  Michael  Axe  MD;  John 
A.J.  Forest,  Jr.,  MD;  Harry  M.  Freedman  MD; 
Pierre  D.  Hayward;  Betty  J.  Paulanka,  Ed.D.; 
Robert  L.  Richards;  Charles  M.  Smith,  MPH, 
MD;  Sherman  Townsend;  and  Leslie  W. 
Whitney  MD 

The  board  met  quarterly  during  the  last 
year.  The  board  prepared  and  defended  the 
annual  budget  proposal  before  the  Governor’s 
Budget  Committee  and  the  Joint  Finance 
Committee. 

Last  year’s  budget  was  as  follows: 


Jefferson  Medical  College 

$1,002,000 

University  of  Delaware 

49,000 

Medical  Center  of  Delaware 

200,000 

Scholarships 

257,000 

Summer  Research 

24,600 

Delaware  Academy  of  Medicine 

1.000 

Total 

$1,533,600 

The  1995  budget  is  as  follows: 

Jefferson  Medical  College 

$1,002,000 

University  of  Delaware 

49,000 

Medical  Center  of  Delaware 

200,000 

Scholarship/Loans 

341,600 

Delaware  Academy  of  Medicine 

1.000 

Total 

$1,593,600 

The  scholarship  loans  were  allocated 
according  to  the  new  budget  bill  which  states: 
“The  scholarship  loan  allocation  of 
$341,600  is  to  be  used  to  provide 
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financial  assistance  in  the  form  of  loans 
for  students  attending  Jefferson  Medi- 
cal College  and  allocated  by  the 
DIMER  board.  Beginning  July  1,  1993, 
persons  receiving  loans  who  had  not 
previously  received  loans  shall  be 
required  to  repay  those  loans.  Persons 
who  first  received  scholarships  before 
July  1,  1993,  may  voluntarily  elect  to 
participate  in  the  loan  program.  These 
loans  shall  be  repaid  under  terms  and 
conditions  that  will  be  set  by  the 
Delaware  Higher  Education  Commis- 
sion which  shall  be  responsible  for  the 
record-keeping.  Loan  recipients  may 
discharge  their  repayment  obligation 
by  agreeing  to  serve  in  Delaware 
providing  primary  care  services,  not 
including  residency  training,  such  as 
pediatrics,  internal  medicine,  family 
medicine,  or  obstetrics/gynecology. 

The  service  obligation  shall  be  calcu- 
lated so  as  to  make  equal  the  ratios 
represented  by  the  loan  to  the  annual 
tuition  and  the  time  of  service  to  a 
calendar  year.” 

Following  these  instructions,  scholarships 
in  the  amount  of  $120,500  were  allocated  to 
third  and  fourth  year  DIMER  students  who 
had  previously  received  scholarships  on  the 
basis  of  need  as  determined  by  the  Scholarship 
Committee  of  the  Delaware  Academy  of 
Medicine. 

All  second  year  applicants  were  inter- 
viewed and  loans  were  awarded  to  five. 

This  year  all  third  and  fourth-year 
students  were  invited  to  apply  for  loans. 
Several  were  interviewed  and  awards  given  to 
one  third-year  and  one  fourth-year  student 
who  agreed  to  return  to  Delaware  to  practice  in 
primary  care. 

At  present,  four  first-year  students,  five 
second-year  students,  one  third-year  student, 
and  one  fourth-year  student  are  enrolled  in  the 
loan  forgiveness  program.  These  loans  were 
given  to  students  who  have  signed  loan 
agreements  which  express  an  intention  and 
willingness  to  return  to  practice  in  pediatrics, 
internal  medicine,  family  medicine,  or  obstet- 
rics/gynecology, with  loan  forgiveness  on  the 
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basis  of  time  served  in  these  professions  in 
Delaware. 

Peter  ChodofiF  MD,  who  has  served  as 
executive  director  of  DIMER  since  1992, 
resigned  from  the  Medical  Center  of  Delaware 
in  September  1994  to  take  a position  in  the 
dean’s  office  at  Jefferson  Medical  College. 

Dr.  Joseph  F.  Rodgers,  assistant  dean  for 
Affiliations  and  Residency  Programs  at 
Jefferson  Medical  College,  attended  board 
meetings  as  an  invited  guest  to  act  as  liaison 
with  Thomas  Jefferson  University  throughout 
the  year. 

Budget  submission  for  1996  will  seek 
additional  funds  to  continue  the  loan  program, 
to  support  the  medical  technology  program, 
and  the  advanced  nurse  practitioner  program 
at  the  University  of  Delaware,  and  a Masters  in 
Public  Health  program. 

We  would  like  to  express  thanks  to  all  who 
have  supported  the  DIMER  program,  with 
special  thanks  to  the  Medical  Society  of 
Delaware  Alliance,  which  provided  additional 
funds  to  grant  scholarship  aid  for  DIMER 
students  at  Jefferson  based  on  need,  and  to  Jo 
Ann  Umbel  for  faithful  and  accurate  secre- 
tarial support. 

Leslie  Whitney  MD 
Chairman 

The  report  was  filed. 

Delaware  Medical  Education 
Foundation,  Ltd. 

The  Delaware  Medical  Education  Foundation, 
Ltd.,  which  began  its  membership  and 
fundraising  drive  in  September  1993,  now  has 
201  members.  Annual  dues  for  DMEF 
membership  are  $25,  and  all  Society  members 
are  encouraged  to  support  this  worthwhile 
organization.  Funds  totaling  $2,330  were 
given  by  members  to  the  endowment  fund.  In 
addition,  the  Medical  Society  of  Delaware 
Insurance  Services  subsidiary  made  a $10,000 
contribution  to  the  Foundation  for  fiscal  1994. 

It  is  hoped  that  this  funding  vehicle  will 
enable  the  Medical  Society  to  continue 
providing  no-cost  and  low-cost  educational 
programs  for  the  physicians  of  Delaware  and  to 
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continue  the  important  work  of  the  Physicians’ 
Health  Committee. 

Thomas  J.  Maxwell  M.D. 

Chairman 

The  report  was  filed. 

Delaware  Medical  Political  Action 
Committee  (DELPAC) 

I have  been  deeply  involved  with  the 
sociopolitical  process  of  my  community  all  of 
my  life,  and  I have  enjoyed  this  past  year  being 
the  chairman  of  our  Political  Action  Commit- 
tee. I would  be  lying  though  if  I didn’t  state  my 
disappointment  at  the  political  apathy  of  our 
medical  community. 

F ewer  than  ten  percent  of  the  physicians  in 
our  Medical  Society  are  members  of  DELPAC. 
Our  efforts  this  year  have  yielded  66  percent  of 
our  goal  in  spite  of  personalized  letters  which  I 
sent  to  every  member  of  our  Society  twice 
between  May  and  October. 

I respect  the  fact  that  many  people  oppose 
PACs.  I don’t  particularly  care  for  the  method 
either.  However,  this  is  why  we  can’t  compete 
with  any  other  group  for  the  attention  of  our 
legislators.  We  are  still  very  visible  because 
there  is  a group  of  us  who  go  to  the  fundraisers 
and  talk  and  mingle  with  our  elected  officials. 
We  need,  however,  the  strength  of  numbers, 
and  ten  percent  is  not  very  representative.  We 
had  some  good  meetings  and  carefully  selected 
those  individuals  who  we  feel  are  good  to 
medicine  to  target  our  contributions. 

Candidates’  Night  was  successful  and  well 
attended,  and  I had  a lot  of  fun  being  the 
moderator. 

I’ll  keep  plowing  forth,  but  I need  your 
help. 

Jorge  A Pereira-Ogan  MD 
Chairman 

The  report  was  filed. 

Legislative  Specialist 

The  second  session  of  the  137th  General 
Assembly  ended  in  the  early  morning  hours  of 
July  1,  1994,  with  very  few  surprises  and  a lot 
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of  room  for  thought.  The  money  bills  all  passed 
on  the  last  day  including  the  budget,  which 
totaled  $1.5  billion,  a 10.5  percent  increase 
over  last  year.  This  marks  the  second  straight 
year  of  double-digit  increases,  when  the 
growth-rate  estimates  are  3.5  to  5.1  percent. 
This  administration  has  to  be  more  creative  in 
the  way  tax  dollars  are  being  used  since  it  will 
certainly  be  difficult  to  sustain  these  types  of 
increases. 

The  state  had  a surplus  of  nearly  $130 
million  which  was  used  to  fund: 

1.  HB  627:  the  elimination  of  half  a year 
of  the  gross  receipts  surcharge  on  the 
business  community  — net  $4.5 
million. 

2.  SB  477:  the  reduction  of  the  utility  tax 
on  manufacturers  from  4.2  to  2 percent 
— net  $2  million. 

3.  Funding  of  the  state  Superfund  — net 
$1  million. 

4.  An  additional  1 percent  to  the  proposed 
2 percent  state  employees’  pay  raises  — 
net  $8  million. 

5.  The  establishment  of  a Twenty-First 
Century  Fund:  SB  288  creates  a fund 
which  is  to  be  initially  financed  by  $35 
million  which  the  state  received  in  the 
lawsuit  against  New  York  over 
“escheat  funds.”  These  windfalls  will  be 
used  for  one-time  expenditures  for 
special  projects  needed  in  the  state. 

There  is  a strong  possibility  of  some  kind  of 
tax  cut  being  initiated  by  both  the  Administra- 
tion and  the  General  Assembly  when  the  138th 
General  Assembly  convenes  in  January, 

The  second  session  of  the  137th  General 
Assembly  was  a demanding  one  for  the  Society 
in  dealing  with  health-related  legislation. 

By  now  it  is  no  secret  that  health  care 
reform  is  off  the  table  in  Washington.  The 
President  and  First  Lady’s  version  of  sweeping 
reform  was  not  accepted  by  either  a majority  in 
Congress  or  the  American  people.  This  subject 
will  no  doubt  be  a big  issue  in  1995. 

In  Delaware  the  same  can  be  said,  as  no 
sweeping  reform  was  initiated  by  the  Governor 
or  the  General  Assembly.  The  Health  Care 
Commission  had  a difficult  time  listening  to 
the  health  care  community  (providers,  insur- 
ers, etc.)  in  pursuing  reform  when  any  vision  or 


goals  by  the  Governor  and  the  Administration 
were  nonexistent.  The  make-up  of  the 
commission  is  now  under  restructuring  by  the 
Governor  and  should  be  completed  by  the  end 
of  the  year. 

Some  health-related  bills  which  were 
introduced  are  as  follows: 

We  were  successful  in  working  out  a 
compromise  with  advanced  practice  nurses 
(APNs)in  which  they  were  seeking  to  expand 
their  scope  of  practice.  The  APNs  had  worked 
on  their  bill  for  quite  a long  time,  an  effort  that 
was  nationwide.  The  compromise  was  reached 
through  the  efforts  of  the  Society’s  president. 
Dr.  Maxwell;  past  president.  Dr.  Permut;  Dr. 
Dickson-Witmer;  Dr.  Pereira-Ogan;  Dr.  Brad- 
ley; Mark  Meister;  and  Beverly  Dieffenbach. 
The  compromise  resulted  in  passage  of  an 
amended  version  of  HB  427  which  will  allow 
advanced  practice  nurses  (nurse  practitioners, 
certified  registered  nurse  anesthetists,  certi- 
fied nurse  midwives,  and  clinical  nurse 
specialists)  to  perform  additional  duties,  but 
also  provides  that  all  APNs  will  have  written 
collaborative  agreements,  and  that  those 
activities  that  constitute  the  practice  of 
medicine  shall  be  regulated  by  a Joint  Practice 
Committee  subject  to  the  approval  of  the  Board 
of  Medical  Practice. 

HB  536  — Physician  Assistants 

Will  be  allowed  to  make  medical  diagnoses 

and  prescribe  medications  as  delegated 

medical  acts  under  the  supervision  of  a 

physician. 

HB  475  — Optometrists’  Bill 
This  legislation  will  allow  optometrists  to 
prescribe  certain  topical  and  oral  medica- 
tions for  the  treatment  of  ocular  disease. 
Although  the  Society  and  ophthalmologists 
opposed  this  bill,  it  did  pass  both  houses 
and  was  signed  by  the  Governor.  Attempts 
to  amend  this  legislation  were  unsuccess- 
ful. 

- SB  365  w/SA  1 and  2 

Redefines  the  Small  Group  Health  Insur- 
ance Market,  specifically  from  groups  of 
two  to  25  to  groups  of  one  to  50. 

SB  406  w/SA  1 and  HA  1 
This  bill  would  form  a small  business 
health  care  buying  alliance.  Defeated  in 
the  House. 


Del  Med  Jrl,  February  1995,  Vol  67  No  2 


131 


Special  Report 


- HB  359  — “Any  Willing  Provider”  Bill 
Guarantees  that  all  pharmacies  would  be 
allowed  to  participate  in  any  health  care 
network,  providing  they  agree  to  the 
discounted  pricing.  The  bill  passed  both 
Houses  and  was  signed  by  the  Governor. 

- HB  331  w/HA  1,3, 5, 7,  and  8 
“Certificate  of  Need”  bill  passed  both 
Houses  and  establishes  a Delaware  Health 
Resources  Authority  to  monitor  the 
purchase  and  expansion  of  health  care 
related  services. 

These  are  just  a few  of  the  health-related 
issues  the  Society  has  been  involved  with.  If 
there  are  any  particular  bills  that  are  of 
interest  to  you,  please  call  the  Society.  We  will 
be  meeting  in  the  coming  weeks  to  talk  about 
the  Medical  Society  of  Delaware’s  goals  and 
objectives  for  1995  and  the  138th  General 
Assembly. 

Philip  J.  Corrozi 
Legislative  Specialist 

The  report  was  filed  with  a commenda- 
tion to  Philip  J.  Corrozi  for  his 
enthusiastic  and  diligent  efforts  in  the 
past  year. 

Medical  Society  of  Delaware  Alliance 

The  Medical  Society  of  Delaware  Alliance  had 
as  its  focus  for  the  year  the  issue  of  health 
reform  and  its  impact  on  the  medical 
profession.  The  meetings  were  planned  to 
educate  our  membership  about  issues  so  that 
we  could  be  advocates  for  medicine.  We  went  to 
Dover  and  to  Washington  to  meet  with 
legislators  and  their  assistants. 

Fundraising  projects  such  as  fashion 
shows,  recipe  auctions,  and  wine-tasting 
dinners  were  successful  and  raised  monies  for 
the  following  projects: 


New  Castle  Countv 


$ 8,335.52 
$ 1,380.00 
$ 1,000.00 


$ 1,590.00 
$ 5,000.00 


American  Cancer  Society 
AMA-ERF 

Medical  Technology  Pro- 
gram, University  of  Dela- 
ware 

American  Lung  Association 
Consumer  Health  Library  of 
the  Academy  of  Medicine 


Sussex  County 

$ 300.00  Special  Olympics 

$ 300.00  Delaware  Hospice,  Southern 

Division 

$ 300.00  C.A.S.A. 

The  Medical  Society  of  Delaware  Alliance 
was  ably  led  by  Amira  Boulos  during  1993- 
1994. 

Barbara  Noseworthy 
President 

The  report  was  filed  with  special 
commendation  to  the  Alliance  for  out- 
standing service  in  the  entire  Delaware 
community. 

Medical  Society  of  Delaware  Insurance 
Services  (MSDIS) 

At  the  end  of  the  MSDIS’  fiscal  year  September 
30,  1994,  the  insurance  subsidiary  maintained 
its  majority  position  in  the  state  as  to  number 
of  physicians  maintaining  their  professional 
liability  insurance.  Gains  were  noted  in  the 
number  of  physicians  using  MSDIS  for  their 
“office  packages”  and  their  worker’s  compensa- 
tion insurance.  Though  as  in  years  past  there 
was  growth,  this  growth  was  less  than  the 
expectations  of  the  MSDIS  board. 

Marketing  efforts  continued  throughout 
the  year  with  visits  by  the  president  to  groups 
of  physicians,  as  well  as  visits  to  individual 
physicians  by  the  managing  representative 
and  the  managing  agent  of  MSDIS.  Numerous 
articles  were  published  in  the  Journal  and 
MSDNews.  As  noted,  there  is  some  disappoint- 
ment as  to  these  efforts  as  many  physicians 
have  yet  to  recognize  the  value  of  the 
concentrated  service  provided  by  using  a 
doctor-owned  agency,  and  further,  its  value  to 
the  Medical  Society. 

Perhaps  most  important  for  1994  was  a 
three-phase  consultant’s  study  that  was 
completed.  This  study  was  performed  by 
Watson  Associates  of  Cromwell,  Connecticut. 
In  Phase  I the  consultant  was  asked  whether 
or  not  the  Society  should  be  in  the  insurance 
business,  and  if  so,  was  MSDIS  the  appropriate 
vehicle  to  be  used?  For  both  questions,  the 
answer  was  an  unqualified  “Yes.” 

Phase  II  investigated  ways  in  which 
MSDIS  could  enhance  its  value  to  the  Society 


132 


Del  Med  Jrl,  February  1995,  Vol  67  No  2 


Special  Report 


and  improve  its  marketing  efforts.  As  part  of 
this  phase,  a committee  of  Society  trustees  and 
MSDIS  board  members  met  with  representa- 
tives of  the  largest  insurance  brokers  in  the 
state  with  the  idea  of  developing  a joint 
venture.  Again,  a most  positive  response  was 
obtained  from  all  involved. 

As  the  fiscal  year  ended,  negotiations  were 
underway  to  develop  Phase  III,  the  develop- 
ment of  a joint  venture  with  an  all-lines  broker. 

Other  activities  of  MSDIS  included 
implementing  oversight  responsibilities  of  the 
Medical  Liability  Insurance  Committee,  devel- 
oping an  Insurance  Review  Committee  and  a 
Marketing  Committee,  continuing  (by  virtue  of 
MSDIS’  market  share)  influence  over  all 
liability  products  offered  to  Delaware  doctors, 
identifying  specialties  for  special  premium 
considerations,  working  with  several  physi- 
cian groups  to  stabilize  their  insurance 
requirements,  and  distributing  part  of  the 
annual  dividend  as  a contribution  to  the 
Delaware  Medical  Education  Foundation,  Ltd. 

Two  far-reaching  and  perhaps  the  most 
significant  efforts  undertaken  since  the 
founding  of  MSDIS  began  just  at  the  end  of  the 
fiscal  year.  The  first  of  these  is  the  offering  of  a 
broad-based,  menu-like,  health  insurance 
program  for  the  members,  their  families,  and 
their  office  staffs.  The  second  is  to  develop  joint 
ventures  with  other  professional  groups 
wherein  MSDIS  would  become  these  groups’ 
insurance  broker  of  record. 

For  1995  the  emphasis  will  be  on  growth, 
utilizing  all  the  efforts  noted  in  this  report. 
Activities  will  also  be  undertaken  to  gain 
greater  recognition  and  participation  of 
Delaware  doctors  in  MSDIS.  It  is  important 
that  all  members  of  the  Society  participate 
with  MSDIS  in  their  insurance  programs. 

Lastly,  a commendation  to  the  MSDIS 
board  members  for  their  dedication  to  this  most 
time-consuming  voluntary  responsibility  for 
the  Medical  Society  of  Delaware.  In  addition, 
the  board  would  like  to  express  its  thanks  and 
appreciation  to  Ms.  Anne  Shane  Bader, 
executive  vice  president  emeritus,  Mr.  Mike 
Taylor  for  managing  the  agency  for  these  past 
several  months,  and  especially  to  Ms.  Karen 
Reuschlein  for  her  extraordinary  service  to  the 
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physicians  of  Delaware  as  the  MSDIS 
managing  agent. 

William  H.  Duncan  MD 
President 

The  report  was  filed  with  acknowledge- 
ment of  the  financial  contribution  of 
approximately  $85  per  year  per  dues- 
paying  member  of  the  Medical  Society  of 
Delaware  and  with  special  commenda- 
tion to  Dr.  William  H.  Duncan  for 
extraordinary  effort  during  this  last  year 
in  support  of  MSDIS. 

Physicians  Emeritus  Delaware 
The  number  of  eligible  members  (members  of 
the  Society  who  are  65  or  over  or  who  are 
retired  at  any  age)  is  298. 

The  January  1994  meeting  was  cancelled 
because  of  inclement  weather.  In  April,  Dr. 
Mario  Garcia  presented  a slide  program  about 
his  trip  around  the  world.  The  October  meeting 
featured  State  Representative  Jane  Maroney, 
who  spoke  on  political  solutions  to  medical 
problems.  Lunch  was  served  at  both  these 
meetings,  and  animated  revival  of  acquaintan- 
ces followed  lunch. 

An  interesting  letter  was  received  from  Dr. 
Robert  Frelick,  who  proposed  an  orientation 
project  in  which  the  Medical  Society,  especially 
retired  physicians,  would  form  a check  list  of 
ideas  to  help  physicians  entering  practice  in 
the  state  of  Delaware.  While  nothing  has  been 
done  about  this,  it  certainly  seems  worthwhile. 

Howard  D.  Cohen  MD 
President 

The  report  was  filed. 

Delaware  Trustee,  West  Virginia 
Medical  Institute 

In  Delaware  the  West  Virginia  Medical 
Institute  is  in  the  PRO’s  fourth  three-year 
contract  cycle.  This  fourth  scope  of  work  marks 
a fundamental  change  from  the  previous 
method  the  PROs  used  in  measuring  the 
quality  of  care.  Before  the  current  work  cycle, 
the  PROs  evaluated  utilization  issues  by 
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concentrating  on  length-of-stay  outliers.  Qual- 
ity-of-care  issues  were  found  by  looking  for 
charts  that  failed  generic  screens  such  as 
unplanned  returns  to  the  operating  room.  This 
type  of  review  spent  a considerable  amount  of 
time  looking  at  the  few,  rare  problems.  Overall 
patterns  of  care  were  generally  not  surveyed, 
and  the  charts  of  patients  who  did  well  were 
ignored.  HCFAhas  come  to  the  realization  that 
this  type  of  review  was  not  productive  in 
improving  overall  medical  care.  Consequently, 
instead  of  looking  at  specific  outlier  cases, 
PROs  will  be  evaluating  patterns  of  care  for 
various  diagnostic  categories.  Important  as- 
pects of  care  would  be  compared  to  accepted 
practice  patterns  and  benchmarks.  Informa- 
tion would  then  be  shared  with  the  given 
hospital  on  how  its  management  of  a specific 
type  of  medical  condition  compared  to  that  of 
benchmarks  and  critical  pathways.  This  type 
of  review  has  been  dubbed  the  Medical  Quality 
Indicator  System  or  MQIS.  How  it  compares  to 
the  previous  method  of  chart  review  is  as 
follows: 

The  practical  aspects  of  how  this  change 
affects  hospital  chart  review  is  best  illustrated 
by  comparing  how  both  systems  would 
evaluate  a certain  medical  group  of  patients. 


Using  the  old  system,  if  one  were  looking  at 
urinary  tract  infection  associated  with  sepsis 
charts  with  long  lengths  of  stays,  patients  who 
died  and  perhaps  individuals  who  were 
transferred  from  the  ICU  to  a med-surg  bed 
and  then  readmitted  to  the  ICU  would  be 
evaluated.  The  emphasis  would  be  on  patients 
who  were  length-of-stay  outliers  or  failed  the 
generic  screens.  Most  other  charts  would  not 
be  looked  at  in  any  detail,  and  those  of  patients 
who  did  well  would  not  be  studied.  Under  the 
new  system,  hospital  staff  would  meet  and 
decide  on  several  important  aspects  in  the  care 
of  these  patients.  It  could  be  the  quality  and 
timing  of  urine  and  blood  cultures  on 
admission,  prompt  starting  of  antibiotics, 
preliminary  culture  results  in  36  hours,  and 
whether  the  dosages  and  routes  of  emtibiotics 
throughout  the  hospitalization  were  appropri- 
ate. In  this  hypothetical  scenario,  physicians, 
nursing,  lab,  and  a pharmacist  would  all 
partake  in  settingup  and  evaluating  the  study. 
After  a period  of  time,  data  would  be 
summarized,  evaluated,  and  shared.  Compari- 
sons with  benchmarks  and  external  databases 
would  be  made  when  they  were  available. 
Areas  for  improvement  may  be  found.  Perhaps 
IV  antibiotics  were  being  used  longer  than 


OLD  CHART  REVIEW 

Stresses  generic  screens 
Screens  from  HCFA 

Large  number  of  general  and  specific  data  elements 

Individual  case  review 

Focus  on  the  rare,  poor  outcome 
PROs  judge  quality  of  care  given 

Most  compatible  with  hospitalized  patients 

Tries  to  improve  quality  by  focusing  on  the  “bad  apple” 


MQIS 

Uses  disease-specific  screens 

Screens  derived  from  the  literature  and  individual 
hospitals 

Relatively  small  number  of  disease-specific  data 
elements 

Area  approach:  hospital  or  community-wide  profiling 
of  patterns  of  care 

Focus  on  the  mainstream  of  care 

Quality  judged  by  comparison  to  generally  accepted 
practice  patterns 

Could  work  quite  well  with  both  inpatients  and 
outpatients 

Tries  to  improve  quality  hy  stressing  continuing 
quality  improvement 
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necessary.  The  committee  would  summarize 
the  findings,  and  the  results  with  respect  to  the 
earlier  use  of  PO  antibiotics  would  be 
communicated  back  to  the  staff.  At  least  in  this 
scenario  cost  savings  could  be  realized  with  no 
compromises  in  patient  care. 

This  stressing  of  patterns  of  care  as 
opposed  to  individual  cases  is  a welcome 
change.  Much  less  emphasis  should  be  spent  on 
punitive  activities  and  more  on  education.  This 
method  of  patient-care  review  is  being 
encouraged  by  not  just  the  PROs  but  also 
managed  care  and  the  JCAHO.  It  should  be 
much  more  productive  than  previous  methods, 
and  I believe  it  is  here  to  stay. 

Brett  Elliott  MD 
WVMI  Trustee 

The  report  was  filed. 

Advisory  Council  for  Cancer  Control, 
Division  of  Public  Health 

The  Public  Health  Advisory  Council  on  Cancer 
Control  had  a busy  and  productive  year.  Its 
involvement  in  three  major  projects  proved  to 
advance  the  council’s  agenda  for  cancer 
prevention  in  Delaware. 

The  Advisory  Council  contributed  to  the 
development  of  Healthy  Delaware  2000,  the 
state’s  action  agenda  for  improving  the  health 
of  all  Delawareans.  The  Advisory  Council 
focused  on  ways  to  maintain  and  enhance 
unique  public  health  functions,  which  is  an 
essential  element  for  health  care  reform  if 
Delaware’s  health  status  is  to  be  improved 
significantly.  This  visionary  document  out- 
lines health  priorities  that  all  of  us  can  work 
toward  meeting. 

A second  major  project  undertaken  by  the 
council  involved  working  as  part  of  the 
Governor’s  Task  Force  on  Cancer.  The  task 
force  was  formed  in  the  fall  of  1993  and  issued 
its  final  report  to  the  Governor  and  General 
Assembly  in  June  of  this  year. 

Recommendations  made  by  the  Governor’s 
Task  Force  emphasized  the  need  for  increasing 
the  number  of  screenings  performed  for  early 
detection  and  treatment  of  cancer,  as  well  as 
the  need  for  culturally  sensitive  messages 
about  early  screening  that  educate  communi- 
ties at  highest  risk  for  developing  cancer.  The 
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task  force’s  final  report  endorsed  the  Advisory 
Council  on  Cancer  Control  as  the  monitoring 
body  to  oversee  the  implementation  of  its 
recommendations. 

Over  the  last  five  years,  86  percent  of  all 
breast  cancers  in  Delaware  were  diagnosed  in 
women  over  50  years  of  age,  but  only  66 
percent  of  women  in  this  age  group  have  had  a 
mammogram  in  the  previous  two  years.  The 
Advisory  Council  on  Cancer  Control  has  been  a 
strong  supporter  of  Mammography  of  Dela- 
ware (MOD),  the  mobile  mammography 
program,  since  its  inception  in  March  1991. 

During  the  three  years  that  MOD  has  been 
in  operation  it  has  screened  over  12,000  women 
and  detected  48  malignancies.  Of  the  32  cases 
for  which  staging  information  is  available 
through  the  Delaware  Tumor  Registry  of  the 
Division  of  Public  Health,  25  cancers  were 
diagnosed  in  the  local  stage.  Delaware 
residents  accounted  for  all  but  four  of  the 
women  detected  by  MOD  with  malignancies. 

Of  the  48  malignancies  detected  on  the 
MOD  van,  six  women  were  from  Kent  County, 
11  women  resided  in  Sussex  County,  and  27 
were  New  Castle  County  women.  Additionally, 
31  percent  of  these  women  were  screened  at 
senior  centers,  17  percent  were  African 
American,  and  Medicare,  the  Division  of  Public 
Health,  or  a combination  of  both  payers 
covered  the  cost  of  screening  mammograms  for 
67  percent  of  those  with  malignancies 
discovered  through  MOD. 

The  Advisory  Council  has  also  developed  a 
Breast  and  Cervical  Cancer  Coalition  in 
response  to  the  Core  Capacity  Building  for 
Breast  and  Cervical  Cancer  Education  and 
Prevention  Program  grant,  which  was  awarded 
to  Delaware  to  develop  an  infrastructure  to 
support  future  increases  in  screening  and 
treatment  for  these  cancers.  The  goal  of  the 
coalition,  a subcommittee  of  the  Advisory 
Council  on  Cancer  Control,  is  to  develop  a 
strategic  plan  for  the  state,  which  will  address 
the  following  components:  surveillance,  public 
and  professional  education,  quality  assurance, 
and  program  evaluation. 

The  council  will  continue  to  support  these 
efforts  and  looks  forward  to  meeting  the 
challenge  to  significantly  reduce  premature 
mortality  and  morbidity  from  cancer  in 
Delaware. 
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I would  like  to  acknowledge  Ms.  Lori 
Christensen,  who  staffs  this  council  and 
prepared  the  above  report. 

Leslie  Whitney  MD 
Liaison 

The  report  was  filed. 

AIDS  Advisory  Task  Force,  Division  of 
Public  Health 

The  AIDS  Advisory  Task  Force  has  slowed  its 
pace  this  year.  The  president  of  the 
organization  resigned  early  in  the  year  and 
meetings  have  been  few.  Currently,  efforts  are 
ongoing  to  restructure  the  task  force  into 
separate  entities  with  goal-directed  missions 
(e.g.,  prison  care/prevention,  education,  treat- 
ment, etc.).  A new  president  has  not  yet 
stepped  forward. 

One  note  of  progress:  a new  formulary  for 
drugs  to  be  utilized  under  the  Ryan  White 
Grant  was  established  by  Mr.  James  Welch  of 
the  Division  of  Public  Health  and  me.  We  have 
expanded  that  program  to  include  not  just 
attendees  to  the  Wilmington  HIV  Clinic,  but 
underinsured  and  charity  cases  handled  by  all 
AIDS  care  providers. 

The  recent  cancellation  of  the  N.I.H. 
community  grant  through  the  Medical  Center 
of  Delaware  poses  a severe  problem.  Current 
efforts  at  lobbying  congressional  representa- 
tives and  N.I.H.  officials  are  already  under- 
way. 

Marshall  T.  Williams  MD,  PhD 

Liaison 

The  report  was  filed. 

Controlled  Substances  Advisory 
Committee 

Change  in  personnel  means  change  in 
management  and  interpretations.  The  commit- 
tee has  its  second  year  for  Drug  Control 
Administrator,  new  acting  Medical  Examiner, 
new  Delaware  State  Police  assignee,  new 
Delaware  Pharmacy  Society  representative, 
new  representative  for  Psychiatry;  such 
changes  lead  to  a certain  marking  of  time. 

On  the  drug  scene,  “crack”  cocaine  is  the 
leader,  followed  by  marijuana  on  the  rise. 


136 


Heroin  is  present  in  80  percent  purity.  Abuse 
and  misuse  of  Stadol  is  under  consideration. 

Physicians  should  be  alerted  to  use  and 
unfortunate  abuse  of  chronic  pain  drugs  and 
muscle  relaxant  medications  such  as  Soma. 

Not  solved  but  a continuing  concern  is  the 
misuse  of  our  DEA  number,  in  particular  the 
agencies  of  the  federal  government  and  the 
health  insurance  companies. 

Rhoslyn  J.  Bishoff  MD 
Liaison 

The  report  was  filed. 

Domestic  Violence  Coordinating  Council 
January  16,  1994,  domestic  violence  law 
became  law  embraced  by  Delaware  state  law. 
As  the  council  has  collected  data  it  becomes 
apparent  that  domestic  violence  is  almost 
synonymous  with  violence.  The  child  who 
witnesses  or  is  the  victim  of  domestic  violence 
is  himself  or  herself  a future  perpetrator  of 
violence,  not  just  domestic  violence. 

The  year  of  activity  of  the  council  has  been 
to  collect  evidence  of  need,  evidence  of 
supporting  agencies,  and  a recent  public 
exposure  of  the  two.  Perhaps  the  council,  as  it 
progresses,  will  be  the  focus  for  diminishing 
the  total  violence.  It  will  be  there  at  some  of  the 
beginning  of  violence.  Prevention  can  come 
about  by  retraining  of  the  children  who  early  in 
life,  too  early  in  life,  witness  the  violence. 

The  lead  consideration  needs  to  be 
prevention  and  the  early  concerns  must  be 
intervention,  public  awareness,  and  finances 
to  obtain  the  ultimate  goal  of  prevention. 

Rhoslyn  J.  Bishoff  MD 
Liaison 

The  report  was  filed  with  the  addendum 
that  the  AMA  Office  of  Mental  Health  has 
developed  educational  and  display  mate- 
rials suitable  for  use  in  waiting  rooms 
and  physicians’  practice  setting. 

Drug-Free  Schools  and  Communities 
Advisory  Committee 

Realizing  the  accomplishments  for  1992-94 
were  only  a start,  the  committee  approved  and 
distributed  a Resource  Guide  to  all  the  schools; 
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presented  workshops  to  middle-level  students; 
and  supported  workshops  for  school-based 
teams  to  learn  and  develop  activities  and 
strategies  to  use  in  creating  a positive  school 
climate.  Past  accomplishments  include  the 
ABC  video  disc  tobacco  program  for  middle 
schools;  middle  school  student  conferences; 
Teens  Above  the  Influence  Conference  for  high 
school  students;  training  of  over  200  teachers 
in  the  Best  project;  the  summary  of  school 
district  activities;  continuing  interest  in 
aggression  in  schools  and  violence  displayed; 
being  a supporting  partner;  the  Prevention 
Coalition;  and  review  of  Council  of  Chief  State 
School  Officers’  project,  State  Collaboration  on 
Assessment  and  Student  Standards  (SCASS). 

Future  plans  agreed  to  be  noteworthy  by 
DFSCC  were:  1.  to  continue  the  workshops;  2. 
to  start  plans  for  statewide  conference  as  early 
as  August;  3.  to  create  a calendar  of  events 
sponsored  by  DFSCC  to  distribute  to  districts 
and  others;  4.  to  work  with  the  Principal 
Academy;  5.  a workshop  for  university  staff;  6. 
a meeting  solely  for  the  members  of  the 
General  Assembly;  and  7.  the  fifth  building 
block  — the  environment  — school  climate  of 
NEW  DIRECTIONS. 

Things  to  be  present  in  our  approach  to  the 
problems  in  the  schools  as  we  enter  the  1994-95 
year  come  from  comments  of  Dr.  Connelly  to 
protect  schools  from  violence; 

Students  perceive  discipline  code  as 
being  fair. 

Students  perceive  enforcement  of 
codes  to  be  firm  and  clear. 

Good  teacher  resources  (in-service 
materials). 

Good  teacher-administrator  relation- 
ships (trust). 

Lack  of  staff  confusion  regarding 
discipline. 

Rational  structure  of  order. 

Schools  will  expand  database  retrieval 
system. 

Decisions  and  discipline  are  made  with 
family  input. 

Helpful  to  physicians  and  parents  was 
disclosure  of  Background  Information  on 
Violent  Children: 

Aggression  helps  child  avoid  loneli- 
ness. 
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Family  history  of  violence  can  be  traced 
to  the  next  generation. 

Parents  of  violent  children  come  from 
chaotic  families. 

Many  children  who  are  violent  have 
been  victims  of  violence  in  the  home, 
school,  or  community. 

The  more  severe  the  violence  in  the 
family,  the  more  violent  is  the  child. 
Violent  children  have  poor  social  skills 
(Note:  some  school  systems  have 
initiated  social  skills  camps). 

Violent  children  internalize  what  they 
experience  around  violence  and  then 
model  what  they  experience. 

Rhoslyn  J.  Bishoff  MD 
Liaison 

The  report  was  filed. 

Family  Law  Commission 
Headline  news  about  the  Family  Law 
Commission  is  the  fact  this  commission  is 
having  its  tenth  anniversary.  The  10  years  of 
work  of  the  decade  was  at  first  devoted  to 
learning  its  position.  Although  it  was 
recognized  immediately  that  the  purpose  of  the 
commission  was  to  aid  the  public  in 
understanding  the  Family  Court,  how  to  be 
known  as  a force  and  how  to  position  that  force 
for  the  public  good  has  been  and  is  the  ongoing 
problem. 

In  its  10  years  of  existence,  the  commission 
has  heard  and  helped  many  persons  in  their 
understanding  and  dealing  with  the  Family 
Court.  It  has  helped  the  Family  Court  in 
developing  bills  that  gave  better  insight  into 
the  function  of  the  Family  Court.  Also,  without 
legislation,  the  court  has  changed  regulations 
to  meet  the  concerns  of  the  burdened  public. 

Now  as  the  commission  starts  its  new  year 
on  December  1,  1994,  it  is  looking  to  make  the 
citizens  of  Delaware  and  all  the  members  of  the 
Family  Court  a cooperative  blend  of  fairness 
for  all:  children,  parents,  extended  families, 
lawyers,  masters,  judges,  and  clerical  staffs. 

Rhoslyn  J.  Bishoff  MD 
Liaison 
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The  report  was  filed. 

Governor’s  Planning  and  Advisory 
Council,  Division  of  Alcoholism, 

Drug  Abuse,  and  Mental  Health 

The  Director  of  the  Division  of  Alcoholism, 
Drug  Abuse,  and  Mental  Health  is  charged  by 
the  Secretary  of  Health  and  Social  Services 
with  the  authority  to  develop  the  state  plan  for 
community  support  services  for  persons  18 
years  of  age  and  older  with  serious  mental 
illness.  The  division  develops  its  plans  in 
collaboration  with  the  Governor’s  Advisory 
Council  on  Alcoholism,  Drug  Abuse,  and 
Mental  Health.  The  Governor’s  Advisory 
Council  membership  includes  17  voting 
members  appointed  by  the  Governor  and  ten 
associate  members  elected  by  the  membership 
of  the  council.  The  State  Planning  Council  is  a 
subgroup  of  the  Governor’s  Advisory  Council, 
the  membership  of  which  is  appointed  by  the 
secretary.  The  chairperson  of  the  Governor’s 
Advisory  Council  chairs  the  State  Planning 
Council,  and  there  is  considerable  overlap 
between  membership. 

At  the  Center  for  Mental  Health  Service/ 
Mental  Health  Planning  Council  meeting  held 
in  Crystal  City,  Virginia,  on  June  14,  1994,  the 
state  of  Delaware  was  awarded  a certificate 
recognizing  our  state  for  its  commitment  to 
improve  mental  health  services  to  seriously 
mentally  ill  adults  and  severely  emotionally 
disturbed  children. 

On  September  23,  1994,  I sent  a letter  to 
Governor  Carper  endorsing  the  FY-1995  state 
plan  for  adults  with  serious  mental  illness  after 
it  was  reviewed  by  the  Planning  Council  of  the 
Department  of  Health  and  Social  Services/ 
Division  of  Alcoholism,  Drug  Abuse,  and 
Mental  Health  in  compliance  with  the 
regulations  stipulated  in  Public  Law  102-321. 
We  requested  that  the  state  continue  to 
support  the  division  through  allocation  of 
resources  in  order  to  implement  the  FY-95 
state  plan. 

Jorge  A.  Pereira-Ogan  MD 
Liaison 

The  report  was  filed. 
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Health  Resources  Management  Council 
This  report  covers  the  period  October  1993 
through  September  1994. 

May  1994  saw  the  release  of  the  1992 
Hospital  Discharge  Summary  Report.  A copy  is 
on  file  in  the  office  of  the  Medical  Society  of 
Delaware.  While  representing  only  the  “tip  of 
the  iceberg”  in  terms  of  the  potential 
information  available  from  the  1992  hospital 
discharge  database,  the  report  marked  a 
significant  milestone.  The  data  can  be  used  to 
foster  a productive  dialogue  within  and  among 
a variety  of  constituencies:  hospitals,  physi- 
cians, employers,  insurers,  public  health 
agencies,  and  the  public- at-large. 

The  signing  of  House  Bill  331  by  Governor 
Carper  on  June  22,  1994,  was  the  culmination 
of  a legislative  process  which  had  begun  a year 
earlier  when  the  council  prepared  the  draft  bill 
which  was  to  become  HB-331.  The  bill  provides 
for  a Health  Resources  Board  which  will  be 
vested  with  Certificate  of  Need  (CON)  decision- 
making authority.  The  board  will  be  comprised 
of  21  members,  including  a representative  of 
the  Medical  Society  of  Delaware  and  other 
designated  organizations  as  well  as  nine 
representatives  of  the  public-at-large. 

The  following  CON  decisions  were  ren- 
dered by  the  Bureau  of  Health  Planning  and 
Resources  Management  following  recommen- 
dations by  the  council: 

Central  Delaware  MRI 
MRI  equipment  replacement  — disap- 
proved. 

Kent  General  Hospital 
MRI  equipment  replacement  — ap- 
proved. 

Little  Sisters  of  the  Poor 
Reduction  of  20  nursing  home  beds  at 
Jeanne  Jugan  Residence  — approved. 

Bio-Medical  Applications  of  Dela- 
ware, Inc. 

12-station  dialysis  facility  in  Milford  — 
approved. 

Alfred  I.  duPont  Institute 

Construct  emergency  department 
within  hospital  — approved. 

Beebe  Medical  Center 
Freestanding  ambulatory  surgery  cen- 
ter in  Millsboro  — approved. 
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Beginnings  Birth  and  Women’s 
Center 

Freestanding  birthing  center  in  Dover 
— approved. 

Nanticoke  Memorial  Hospital 
Major  expansion/renovation  (Master 
Facility  Plan)  — approved. 

Glasgow  Medical  Center,  Inc. 
Freestanding  ambulatory  surgery  cen- 
ter — approved. 

Milton  and  Hattie  Kutz  Home 

Expansion/renovation  — approved. 

William  H.  Duncan  MD 
Liaison 

The  report  was  filed  with  a commenda- 
tion to  Dr.  William  H.  Duncan  for  his 
important  role  in  the  council. 

Medical  Care  Advisory  Committee, 
Division  of  Social  Services 

It  is  my  privilege  to  report  to  you  the  progress 
of  the  Medical  Care  Advisory  Committee 
(MCAC)  for  the  past  year. 

The  MCAC  is  based  in  federal  regulation, 
and  the  members  are  appointed  by  the 
secretary  of  the  Delaware  Department  of 
Health  and  Social  Services  (DHSS).  The  MCAC 
has  been  meeting  approximately  every  three 
months  during  the  past  year.  The  MCAC 
consists  of  representatives  from  the  fields  of 
medicine,  consumers,  consumer  groups,  other 
appropriate  groups,  and  from  the  DHSS’s 
Medicaid  program,  all  of  whom  advise  the 
Medicaid  program  about  health  and  medical 
care  services.  The  chairperson  of  the  MCAC  is 
Dr.  Anne  Aldridge. 

The  MCAC  has  an  ongoing  role  of  working 
with  the  DHSS  and  the  Medicaid  program  by 
contributing  knowledge,  providing  a channel 
of  communication,  studying  and  making 
recommendations,  working  with  other  advi- 
sory committees,  advising  on  alternate  health 
systems  and  other  means  of  maximizing 
resources. 

The  specific  activities  of  the  MCAC  this 
year  included; 

1.  Evaluating  the  role  of  changes  in 
medical  reimbursement,  specifically 
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the  anticipated  managed  care  program 
to  be  established  by  Medicaid  in  1995. 
Considerable  time  was  spent  meeting 
with  the  consultants  hired  by  Medicaid 
in  hearing  the  plans  proposed  for  this 
program.  Additionally,  the  committee 
provided  input  to  the  consultants  on 
what  was  felt  to  be  important 
provisions  of  a managed  care  program. 

2.  Following  the  progress  of  the  Delaware 
Health  Care  Commission  by  receiving 
regular  reports  from  the  HCC. 

3.  Monitoring  the  progress  of  the  Society’s 
VIP  program  through  regular  reports 
by  Mark  A.  Meister,  executive  director 
of  the  Medical  Society  of  Delaware  who 
is  a member  of  the  MCAC. 

4.  Following  the  development  of  the 
Nemours  Foundation  Pediatric  Clinics. 
We  are  assisted  on  this  matter  by  Dr. 
Steven  Dowshen  from  AI.  duPont 
Institute. 

5.  Looking  at  an  educational  effort  aimed 
toward  Medicaid  recipients  in  effective 
use  of  the  program. 

In  summary,  it  is  my  opinion  that  the 
MCAC  has  continued  to  improve  and  develop 
as  a strong  resource  for  both  the  provider 
community  and  the  Division  of  Social  Service. 
The  ability  to  communicate  freely  on  a regular 
basis  as  well  as  look  at  developments  in 
medicine  are  serving  both  the  providers  and 
the  state  of  Delaware  with  an  excellent 
opportunity  to  monitor  and  effect  change  in  the 
health  care  of  our  citizens. 

Thank  you  for  this  opportunity  to  provide 
information  to  the  Medical  Society  on  behalf  of 
this  very  worthwhile  committee. 

Edward  R.  Sobel  DO 
Liaison 

The  report  was  filed. 

State  School  Health  Advisory 
Committee  (SSHAC) 

Six  meetings  constituted  a year  for  the  State 
School  Health  Advisory  Committee  (10/14/93, 
12/9/93,  4/14/94,  5/12/94,  6/9/94,  9/29/94).  This 
was  and  is  a year  of  jockeying  for  position  by 
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forces  outside  the  school  nurse’s  domain  to  chip 
away  the  school  nurse’s  province  in  respect  to 
the  students  in  the  nurse’s  care.  In  spite  of  this, 
the  nurses  accomplished  a great  deal. 

Though  most  of  the  year  was  required,  a 
Tuberculosis  Central  Program  was  devised, 
approved,  and  publicized  by  SSHAC  to  be  fully 
effective  by  September  1,  1995.  This  program 
will  mandate  all  school  substitutes,  student 
teachers,  contract  employees  (including  bus 
drivers),  and  volunteers  who  are  in  infrequent 
contact  with  students  receive  a Mantoux  skin 
test  every  three  years  provided  by  the  school 
district.  Additionally,  all  new  entrants  to  the 
Delaware  public  school  system  (Religious 
Belief  Affidavits  are  considered)  must  show 
proof  of  Mantoux  skin  testing  within  the 
previous  twelve  months. 

Guidelines  for  infectious  waste  were 
completed  and  sent  to  the  chief  school  officers. 
With  good  infection-control  practices  combined 
with  good  judgment,  the  following  was 
recommended: 

1.  These  items  should  not  be  disposed  of 

as  infectious  waste:  used  gloves, 

masks,  gowns  (unless  dripping),  dress- 
ings, bandages  (unless  saturated), 
disposable  temperature  probe  covers, 
dental  care  swabs,  Fleet  enema 
containers,  clothing,  sheets,  blankets. 

2.  Sponges,  bandages,  gauze,  paper 
towels,  sanitary  pads,  tampons,  and 
other  items  with  absorbed  or  dried 
blood  should  be  placed  in  double  bags 
like  other  waste. 

3.  Containers,  including  IV  tubing  and 
suction  canisters,  holding  more  than  a 
few  milliliters  of  blood  or  other  body 
fluids  should  be  carefully  poured  down 
a sink,  drain,  or  toilet.  If  this  is  not 
possible,  the  container  should  be 
disposed  as  infectious  waste. 

4.  Stool  in  disposable  diapers  should  be 
flushed.  The  remaining  diaper  need 
not  be  disposed  of  as  infectious  waste. 

Also  reported  were  Learning  Resource 
Centers  located  in  the  University  of  Delaware, 
Kent  County  Dover  Central  Middle  School, 
and  the  Higher  Education  Building  at 
Delaware  Technical  Community  College  in 
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Georgetown.  These  are  family-resource  cen- 
tered. 

In  its  always  continuing  efforts  at 
anticipating  and  actively  applying  efforts  to 
problem  solving  are  the  list  of  SSHAC 
endeavors: 

1.  Medication  on  field  trips 

2.  Athletic  Physical  Examination  Form 

3.  Health  Education  Content  Standards 

4.  Resuscitation  — Do  and  Do  Not 

5.  Immunization  Standards 

6.  Children’s  Rights  — Second  Parent 

Even  while  doing  a creditable  task  in  the 

foregoing,  the  SSHAC  is  continually  faced  with 
well-intentioned  efforts  (some  very  critical 
suggestions  that  can  be  worked  by  SSHAC 
without  creating  new  wheels)  that  should  be 
mentioned  here. 

One  suggests  the  Medical  Board  of 
Examiners  enter  into  stipulating  interpreta- 
tion of  physicians’  directions  for  medications. 
Rules  and  regulations  would  only  muddy  up 
the  medical  board’s  province.  We  physicians 
need  only  agree  to  write  our  prescriptions  as 
qid  or  pc  and  hs  without  stipulating  exact 
times,  thereby  giving  school  nurses  latitude  of 
time  for  dosing  medicines  to  students  in  need  of 
such  services. 

Somewhere  in  the  halls  of  Congress  is  a 
machine  that  coaxes  Senators  and  Representa- 
tives never  to  solve  problems  by  using  the 
materials  and  working  parts  at  hand  but  to 
create  new  organizations  to  spend  more 
money.  Such  are  school-based  clinics,  which 
are  duplications  of  health  care  efforts  and 
which,  if  they  further  crowd  out  the  school 
nurse,  will  completely  wipe  out  the  primary 
care  physician  as  the  understanding  and 
counseling  gate  keeper  and  mentor  of  the 
family  structure.  School  nurses,  mental  health 
counsellors,  education  counsellors,  and  family 
physicians  need  to  be  welded  together,  not 
separated  into  bogus  groups.  If  change  is 
necessary.  Congress  needs  to  give  status  in  the 
school  system  to  all  component  parts,  namely: 
teachers  (principals,  superintendents  should 
have  come  from  these  backgrounds),  nurses, 
mental  health  counselors,  education  counsel- 
lors, and  physicians. 

An  evaluation  of  school-based  health 


Del  Med  Jrl,  February  1995,  Vol  67  No  2 


Special  Report 


clinics  suggests  a fusion  of  the  clinics,  with  the 
school  nurses  making  the  effort  consolidated  as 
one.  Further  suggested  is  an  appeal  to  the 
Medical  Society  of  Delaware’s  School  Health 
Committee  to  aid  in  bringing  such  a fusion  of 
effort  to  reality. 

In  the  summer  activities  codes  of  care  have 
been  a source  of  concern,  more  readily  covered 
so  ICD-9  codes  do  not  seem  adequate  to  cover 
procedures,  thus  causing  consternation  for  the 
would-be  computer  categorists.  It  merits 
further  review  by  the  SSHAC,  which  has  a 
good  record  for  problem  solving. 

Rhoslyn  J.  Bishoff  MD 
Liaison 

The  report  was  filed. 

American  Cancer  Society, 

Delaware  Division,  Inc. 

Since  1989  the  American  Cancer  Society  has 
been  engaged  in  a strategic  planning  process 
designed  to  close  the  gap  between  cancer 
mortality  and  disability  in  the  United  States 
and  the  goals  implicit  in  the  society’s  mission. 
With  input  from  volunteer  and  staff  leaders 
across  the  country,  this  strategic  planning 
effort  led  to  the  realization  that  our  best  chance 
for  closing  the  gap  could  be  accomplished  by 
focusing  our  nationwide  efforts  on  a few, 
carefully  chosen  priority  targets  that  would 
yield  the  greatest  “people  benefit.”  The 
strategic  plan  that  was  developed  is  called 
“Mission  2000.”  The  cancer  control  goals  to  be 
achieved  by  the  year  2000  are  called  “Measures 
of  Success.” 

The  American  Cancer  Society  has  adopted 
Year  2000  “Measures  of  Success”  in  six  core 
program  areas: 

Comprehensive  School  Health  Education 

Breast  Cancer  Detection 

Tobacco  Control 

Resources,  Information,  and  Guidance  (RIG) 

Volunteer  Involvement 

Income  Development 

Delaware  Division  has  added  a seventh  core 
program:  Prostate  Cancer  Detection. 

If  the  American  Cancer  Society’s  “Mea- 
sures of  Success”  are  achieved  by  the  year 
2000,  an  unparalleled  number  of  lives  will  be 
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saved,  millions  of  new  cancer  patients  will  be 
provided  information  and  support,  and  a 
substantial  increase  in  income  will  be  realized 
to  support  the  Society’s  overall  mission.  In  fact ... 
It  is  not  unreasonable  to  assume  that 
this  could  translate  into  the  saving  of 
as  many  as  12  million  lives  (over  the 
lifetime  of  individuals),  the  serving  of  8 
million  new  cancer  patients  and  the 
generating  of  an  estimated  $520 
million  in  the  year  2000. 

Among  the  criteria  used  for  selecting  ACS 
core  programs  were: 

1.  The  priority’s  overall  impact  on  cancer 

2.  Effectiveness  of  methods  available  in 
that  area  to  achieve  cancer  control  by 
the  American  Cancer  Society 

3.  The  ability  of  the  society  to  implement 
such  a program 

4.  The  proportion  of  the  priority  that  can 
be  accomplished  by  other  cancer 
control  agencies  as  opposed  to  the 
American  Cancer  Society 

5.  The  level  of  resources,  both  volunteer 
and  financial,  required  of  the  society  to 
implement  the  priority 

Emphasis  on  outcome-oriented  programs 
will  be  documented  by  measurements  taken 
nationally  as  well  as  locally  by  outside  sources. 
Nationally  validated  data  sources,  including 
BRFSS,  will  document  progress  toward  the 
primary  goals.  Delaware-specific  Enabling 
Goals,  Objectives,  and  Action  Steps  are  being 
implemented  to  impact  the  primary  goals. 

For  example.  Breast  Cancer  Detection 
Objective  1 states:  Seek  and  pursue  better 
avenues  to  obtain  information  about  the 
number  of  Delaware  women  who  have 
mammograms  according  to  the  American 
Cancer  Society’s  guidelines. 

Action  #1:  Convene  a representative 
group  of  mammographers,  Delaware 
Tumor  Registry  representatives,  DPH 
officials,  and  doctors  who  can  work 
together  to  establish  a Delaware 
Mammography  Registry.  We  leave  it 
up  to  this  body  to  develop  a timeline  for 
implementation  with  the  hope  that 
some  tangible  data  be  available  for  the 
1995-1996  action  plan. 
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Sub  Action:  Convene  a representa- 
tive group  to  discuss  mammography 
protocols  to  ensure  a uniform 
method  for  reporting  and  follow- 
up. 

Action  #2:  Meet  with  health  officials  to 
discuss  how  the  BRFSS  survey  might 
be  altered  to  better  assist  us  in 
obtaining  credible  data  by  August  30, 
1995. 

Action  #3:  Convene  a representative 
group  to  discuss  other  avenues  to 
pursue  for  information  regarding 
mammography  usage  in  various  com- 
munities. 

Each  of  the  remaining  objectives  have 
specific  action  steps  for  implementation.  The 
objectives  are: 

Objective  #2:  To  reach  more  primary 
care  providers  with  American  Cancer 
Society  guidelines  and  the  message 
that  they  should  be  referring  their 
patients  for  mammography. 

Objective  #3:  To  improve  and  continue 
advocacy  efforts  in  Delaware  for  early 
detection. 

Appropriate  objectives  have  been  devel- 
oped for  the  implementation  of  the  other  core 
programs  in  a comprehensive  plan  called 
“Mission  2000.” 

On  October  18,  1994,  Governor  Carper 
awarded  the  Quality  Award  to  the  Delaware 
Division  of  the  American  Cancer  Society,  the 
first  time  a nonprofit  agency  has  been  selected. 

Leslie  Whitney  MD 
Liaison 

The  report  was  filed. 

American  Lung  Association  of  Delaware 
The  surge  of  breathing  problems  over  the  last 
decade  has  been  overwhelming.  Asthma  rates 
in  this  country  have  jumped  36  percent. 
Chronic  bronchitis  rose  nearly  50  percent. 
Deaths  from  lung  disease  are  also  up  sharply. 
No  one  knows  when  this  disturbing  trend  will 
end. 

The  American  Lung  Association  of 
Delaware’s  mission  is:  to  fight  lung  disease, 
four  simple  words  to  describe  a problem  that 
strikes  one  in  ten  Delawareans  and  carries 
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tremendous  needs  and  responsibilities.  The 
American  Lung  Association  of  Delaware  has 
risen  to  the  occasion  to  meet  these  needs  and 
responsibilities  and  hopefully  end  a disturbing 
trend. 

Over  the  past  year  the  association 
continued  to  work  within  five  crucial  program 
areas:  adult  lung  disease,  pediatric  lung 
disease,  school  health,  environmental  health, 
and  smoking.  Highlights  and  examples  of  the 
ALAD’s  efforts  to  combat  lung  disease  include 
the  following: 

Initiated  a support  group  for  individu- 
als with  sleep  apnea 
Held  three  Family  Asthma  Days  and  a 
week-long  overnight  camp  for  children 
with  asthma 

Trained  individuals  to  conduct  a teen 
smoking-cessation  program 
Reported  the  daily  pollution  standard 
index  and  weekly  pollen  count 
Held  support  groups  for  individuals 
with  lung  diseases  such  as  emphy- 
sema, chronic  bronchitis,  and 
sarcoidosis 

Conducted  a flu/pneumonia  campaign 
for  high-risk  populations 
Educated  individuals  about  radon  emd 
the  importance  of  testing 
Supported  advocacy  for  the  Clean 
Indoor  Air  Act  and  clean  air  issues 
Provided  schools  statewide  with  educa- 
tional materials  on  smoking  and  lung 
health 

Conducted  educational  training  ses- 
sions for  health  care  professionals  in 
pediatric  pulmonary  disease,  adult 
lung  disease,  and  tuberculosis 

The  Delaware  Thoracic  Society,  the 
medical  section  of  the  American  Lung 
Association,  remains  a viable  part  of  the 
organization. 

These  programs  have  been  made  possible 
through  the  efforts  of  dedicated  volunteers 
who  have  committed  countless  hours  of  time 
and  resources. 

The  Lung  Association  will  continue  to 
refine  and  create  programs  to  meet  the 
changing  needs  of  the  public,  as  well  as  its 
mission.  We  thank  the  medical  community  of 
the  association  for  its  dedication  to  lung 
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disease.  Remember  — when  you  can’t  breathe, 
nothing  else  matters. 

John  J.  Chabalko  MD 
Liaison 

The  report  was  filed. 

Delaware  Center  for  Wellness 

The  Delaware  Center  for  Wellness  (DCW) 
became  an  independent  agency  five  years  ago 
following  CDC  (Center  for  Disease  Control) 
funding  of  the  Delaware  Division  of  Public 
Health  to  initiate  a program  to  promote 
primary  prevention  in  the  workplace  eight 
years  ago.  DCW  has  provided  high-quality, 
health-promotion  help  for  hundreds  of  Dela- 
ware companies,  but  its  fragile  financial  base 
(without  public  health  moneys)  has  limited  its 
effectiveness.  This  year  a reconstituted  board 
of  directors  is  striving  to  improve  its  economic 
vitality  so  that  the  workplace  program  for 
prevention  can  effectively  impact  many 
smaller  companies  which  do  not  have  a 
sophisticated  occupational  medical  or  human 
resources  component. 

DCW  is  part  of  a national  group  of  wellness 
councils  called  WELCOA  which  focuses  on 
workplace  promotion  for  primary  prevention 
as  a cost-effective  way  to  enhance  the  health  of 
employees  and  reduce  health  insurance 
premiums,  as  well  as  the  loss  of  experienced 
employees  from  preventable  diseases.  Evi- 
dence shows  that  51  percent  of  deaths  can  be 
related  to  lifestyle  and  that  there  is  a five-to- 
one  return  for  investments  in  prevention. 

Physicians  often  have  limited  contact  with 
large  “captive”  audiences  in  schools  and 
workplaces  to  promote  health  prevention 
activities,  so  it  is  fortunate  Delaware  has  a 
highly  qualified  organization  available  for 
such  populations.  DCW-WELCOA  standards 
for  well-organized,  cost-effective,  worksite 
wellness  programs  are  broader  based  than 
many  profit-making  prevention  programs 
“sold”  to  companies  with  little  knowledge  of 
health  promotion  activities. 

Medical  Society  members  should  be  aware 
of  the  resources  offered  by  the  DCW,  including 
its  seventh  annual  conference  to  be  held  on  the 
30th  of  November  at  Clayton  Hall  for 
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employers  interested  in  worksite  wellness 
programs  to  improve  not  only  the  health  of 
employees  but  also  to  improve  the  bottom  line. 
The  Medical  Society  has  been  represented  on 
the  board  since  the  founding  of  DCW,  and  the 
program  director,  Carol  Soha,  who  has  a PhD 
in  health  education  as  well  as  being  a nurse 
who  has  practiced  in  local  hospitals,  keeps  in 
close  contact  with  the  medical  profession.  Dr. 
Joseph  Lieberman,  Dr.  Rebecca  Jaffe,  and  Dr. 
Robert  Frelick  are  on  the  board  at  present. 

Action  item:  Recognizing  that  prevention 
is  the  most  cost-effective  way  to  improve  health 
and  reduce  health-related  costs,  the  Medical 
Society  of  Delaware  urges  all  employers  to 
promote  health-prevention  programs  for  their 
employees  and  recognizes  the  Delaware 
Center  for  Wellness  as  a qualified  resource  for 
developing  such  programs. 

Robert  W.  Frelick  MD 
Liaison 

The  report  was  filed  with  the  recommen- 
dation that  the  Medical  Society  of 
Delaware  urge  all  employers  to  promote 
health  prevention  programs  for  their 
employees  and  that  the  Medical  Society  of 
Delaware  recognizes  the  Delaware  Cen- 
ter for  Wellness  as  a qualiHed  resource 
for  developing  such  programs. 

Delaware  Health  Plan  Consortium 
The  Delaware  Health  Plan  Consortium  is 
pleased  to  report  that  health  care  reform  is 
alive  and  well  in  Delaware.  Because  of  the 
foresight  and  cooperation  of  the  Medical 
Society  and  other  concerned  organizations,  we 
have  succeeded  where  the  federal  government 
has  fallen  short.  The  Delaware  Health  Plan 
Consortium  (DHPC)  has  developed  and 
implemented  an  affordable  health  plan  for 
small  businesses  to  provide  health  insurance 
for  Delaware’s  working  uninsured,  their 
spouses,  and  dependents.  In  the  five  months 
since  we  began  to  offer  our  plan,  more  than 
fifty  Delaware  businesses  that  were  previously 
uninsured  are  now  covered.  By  offering  this 
plan,  many  employers  have  indeed  covered  not 
only  their  employees  but  also  dependents. 
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Special  Report 


Developing  the  Plan 

The  Delaware  Health  Plan  Consortium  came 
about  through  unprecedented  cooperation 
among  Delaware’s  major  health  care  provid- 
ers, primary  care  and  specialty  physicians, 
health  insurers,  and  the  Medical  Society. 
Working  together,  we  created  a health 
insurance  program  that  effectively  uses 
Delaware’s  existing  resources.  Through  months 
of  careful  development,  we  were  able  to  make 
the  plan  simple  and  efficient.  It  uses  referrals 
and  procedures  from  Blue  Cross  Blue  Shield  of 
Delaware  and  Principal  Health  Care  of 
Delaware,  which  are  familiar  to  physicians  and 
patients  alike. 

Because  of  the  active  involvement  of 
Delaware’s  medical  community,  we  have  been 
able  to  create  a provider  network  of  more  than 
140  physicians  throughout  the  state.  This  has 
allowed  DHPC  to  succeed  while  similar  efforts 
in  other  states  have  failed.  Provider  involve- 
ment is  the  key  to  success,  so  the  Medical 
Society’s  role  is  essential. 

Launching  the  Plan 

In  the  initial  stages,  the  DHPC  was  supported 
with  grants  from  the  Delaware  Health  Care 
Commission  and  the  Welfare  Foundation,  Inc., 
as  well  as  the  generous  efforts  and  contribu- 
tions of  our  members.  The  DHPC  became 
licensed  by  the  Delaware  Department  of 
Insurance,  and  in  May  1994,  we  launched  a 
health  plan  at  a press  conference  by  Governor 
Carper.  Our  plan,  called  Basic-Care  1000,  costs 
less  than  any  other  health  plan  of  its  kind  in 
Delaware.  Created  for  full-time  employees  and 
dependents,  the  plan  covers  basic  and 
preventive  care,  including  hospitalization  and 
prescriptions.  It  also  eliminates  restrictions  for 
preexisting  conditions,  waiting  periods,  and 
levels  of  employee  participation.  And  the 
premiums  are  community  rated. 

Building  on  Success 

The  DHPC  is  already  on  its  way  to  helping 
solve  the  plight  of  the  uninsured  in  Delaware. 
Response  to  Basic-Care  1000  has  been  very 
encouraging  and  promises  to  grow  steadily. 
With  health  care  reform  stalled  in  Washington, 
the  uninsured  will  look  to  us  for  help.  DHPC  is 
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hoping  to  expand  its  role  in  local  health  care 
reform.  As  a not-for-profit  agency  still  in  its 
infancy,  we  will  need  ongoing  support  to  do  it. 
The  Medical  Society  has  been  instrumental  to 
our  success,  and  we  look  forward  to  a long- 
standing partnership. 

David  Epstein  MD 
Liaison 

'The  report  was  filed. 

Memorial 

As  a memorial  to  the  members  of  the  Society 
who  were  lost  through  death  during  the  past 
year,  the  assembly  rose  for  a moment  of  silence 
as  the  following  names  were  read: 

Daniel  A.  Alvarez,  Jr.,  MD 
Irvin  I.  Berlin  MD 
Thomas  J.  Bulger  MD 
Italo  Charamella  MD 
Helmi  A.  El-Ramli  MD 
Gerhard  Hartenauer  MD 
W.  Garrett  Hume  MD 
James  R.  McCarthy  MD 
Girard  S.  Serino  MD 
Oleh  0.  Sluzar  MD 

Absolution  Resolution 

The  House  adopted  the  following  resolution: 
RESOLVED,  That  each  and  all  of  the 
Resolutions,  acts,  and  proceedings  of  the  Board 
of  Trustees  of  the  Medical  Society  of  Delaware 
heretofore  had  been  adopted  since  the  last 
meeting  of  the  House  of  Delegates  of  the 
Medical  Society  of  Delaware  as  shown  by  the 
records  of  the  minutes  and  all  the  acts  of  the 
officers  and  trustees  of  the  Society  in  carrying 
out  and  promoting  the  purposes,  objects  and 
interests  of  this  Society  since  the  last  House  of 
Delegates  meeting  are  approved  and  ratified 
and  hereby  made  the  acts  and  deeds  of  the 
Medical  Society  of  Delaware. 

{The  complete  report  of  the  Proceedings  of  the 
House  of  Delegates  is  on  file  in  the  Medical 
Society  office  and  is  available  to  members.) 
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PHYSICAL  THERAPY 


at  Hockessin 


John  Bradley,  P.T.  Stephen  Rapposelli,  P.T. 


Professionals  Dedicated 
to  Your  PatienPs  Health 


T Thorough  Evaluation  & 
Treatment 

▼ Close  Contact  with 
Referring  Physician 
T Convenient  Location 
T Individualized  Attention  to 
Your  Patients 

T Rapid  Response  to  Referrals 


720  Yorklyn  Road  T Suite  110  Hockessin,  De  19707 


(302)  234-2288 


finding  a reliable  medical  equipment 
company.  But  CONFIDENCE  and  TRUST  are 
the  'magic ' uxnrds  of  MASTER  CARE'S  service. 
Because  your  patients  are  our  first  concern, 
we  find  products  for  the  patient . . . not 
patients  for  the  product. 


HEDICAL  EOVIPMENT  AHD  SERVICES 


Showroom:  Old  Baltimore  Pike  Ind.  Pk. 
83  Albe  Dr.  Newark,  DE 

Call  the  CARELINE  (302)  368*5300 
NJ (609) 299*3224 


X he  voice  of  freedom 
never  faltered,  even 
though  it  stuttered. 


Winston  Churchill  was  perhaps  the 
most  stirring,  eloquent  speaker  of  this 
century.  He  also  stuttered. 

If  you  stutter,  you  should  know  about 
Churchill.  Because  his  life  is  proof  that, 
with  the  will  to  achieve,  a speech 
impediment  is  no  impediment. 

Learn  about  the  many  ways  you  can 
help  yourself  or  your  child.  Because  your 
finest  hour  lies  ahead. 


Stuttering 
Foundation 
OF  America 


A Non-Profit  Organisation 
Since  1947 

1-800-992-9392 
P.O.  Box  11749  * Memphis,  TN  38111-0749 
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VNA  Specializes  in 
Home  Care  Recovery, 
l.V.  Therapies, 
Cancer  Care 


and  Compassion. 


At  VNA,  we  strive  to  understand  the  currents  of 
change  that  are  dramatically  changing  the 
health  care  industry.  And  to  have  the  resourcefulness  to  prepare  for  them.  Specialty  Care 
Services  are  a result  of  our  proactive  approach  to  the  times.  The  way  things  are  going, 
home  care  is  becoming  the  wave  of  the  future.  Our  specialists  provide  care  in  Oncology, 
l.V.  Therapies,  HIV/AIDS,  Obstetrics,  Neonatology,  Pediatrics  and  Rehabilitation. 

At  VNA,  we  work  hard  to  provide  the  very  best  care  for  people,  where  they  need 
it  most  — at  home.  Compassion  just  comes 
naturally.  Call  (302)  323-8200  for  more  information, 
we’re  on  call  and  listening  24  hours  a day. 

COME  HOME  TO  VNA  SPECIALIZED 


VNA 


Visiting  Nurse 


Association 
IdelawareI  of  Delaware 


EDITORIAL 


Educational  Program  for  Physicians 


With  the  tumult  and  turmoil  afflicting  medicine  today  and  anticipated  in  the  future,  it  is  reasonable 
to  expect  that  some  doctors  will  want  to  change  or  perhaps  upgrade  their  medical  careers.  Paula 
Stillman  MD  MACP,  Senior  Associate  Dean  at  the  Medical  College  of  Pennsylvania  in 
Philadelphia,  is  spearheading  a new  program  to  achieve  this.  Actually,  the  Medical  College  of 
Pennsylvania  has  been  a leader  in  this  type  of  retraining  for  many  years  and  probably  has  the 
greatest  experience  and  expertise  in  the  country.  Historically,  when  the  Medical  College  of 
Pennsylvania  used  to  be  Women’s  Medical  College  of  Pennsylvania,  they  found  that  a percentage  of 
their  graduates  would  take  a number  of  years  off  from  the  practice  of  medicine  to  raise  a family. 
When  the  time  came  to  return  to  practice,  many  felt  insecure  or  in  need  of  updating  their  skills,  and 
they  turned  to  their  alma  mater  for  help. 

In  trying  to  define  the  market  for  this  sort  of  program.  Dean  Stillman  approached  me  as  director 
of  the  Board  of  Medical  Practice,  to  see  if  we  had  need  of  such  retraining  programs  for  doctors  under 
disciplinary  action.  Actually,  our  need  for  this  is  quite  small  — no  more  than  two  or  three  physicians 
a year  — but  there  may  be  many  times  that  number  who  would  be  dissatisfied  with  their  level  of 
knowledge  or  skill  in  a new  or  refocused  field  of  practice.  I suggested  Dr.  Stillman  send  me  a course 
description.  It  is  published  below. 


E.  Wayne  Martz  MD 
Editor 


1.  Target  Audience: 

a.  Physicians  seeking  to  enhance  their 
generalist  skills  so  they  can  increase 
the  number  of  patients  for  whom  they 
provide  primary  care; 

b.  Physicians  perceived  as  having  suspect 

competence  including  impaired  physi- 
cians, elderly  physicians  with  possible 
cognitive  deficits,  physicians  applying 
for  licensure  with  poorly  documented 
educational  backgrounds,  physicians 
identified  by  patients,  hospitals,  and 
malpractice  complaints,  and  physi- 
cians who  self  refer  to  this  program 
seeking  improvement  and  updating  of 
their  skills. 
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2.  Initial  Comprehensive  Diagnostic  Assess- 
ment: 

This  will  assess  minimal  competencies 
required  for  every  physician  licensed  to 
practice  in  the  state  of  Delaware  (with  an 
emphasis  on  primary  care)  and  will  include 
cognitive,  clinical  and  psychomotor  skills, 
as  well  as,  the  ability  to  communicate 
orally  and  verbally  in  English.  A psychiat- 
ric profile  of  each  participant  will  be 
obtained.  There  will  also  be  the  option  of 
developing  more  individualized  assess- 
ments for  specialists.  A committee  of  peers 
will  approve  the  scope  and  content  of  this 
assessment  and  set  minimal  performance 
standards. 
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Based  on  the  results  of  this  initial 
screening  procedure,  the  learning  program 
will  be  modular,  competency  based,  and 
tailored  to  meet  the  needs  of  each  participant. 
The  program  will  be  enjoyable  rather  than 
punitive  for  participants  and  will  be  designed 
to  allow  each  of  them  to  achieve  his/her 
maximum  potential.  Learning  opportunities 
will  include  interactions  with  standardized 
(simulated)  patients,  computer  assisted  in- 
struction, seminars,  selected  readings,  and 
self-assessment  materials.  The  length  and 
structure  of  the  program  will  be  flexible  and 
will  include  some  in-depth  learning  experi- 
ences at  a centralized  site,  some  distance 
learning,  and  some  supervision  with  a mentor 
recognized  as  having  excellent  clinical  skills.  It 
is  anticipated  that  each  participant  will  be  able 
to  continue  to  work  at  least  part-time  in  his/her 
own  practice  setting  and  see  his/her  patients 
on  a part-time  basis  while  participating  in  this 
program.  Each  participant  will  have  to  pass  a 
number  of  hurdles  and  whenever  possible, 
time  will  be  the  dependent  variable  with 
mastery  as  the  independent  variable.  Final 
assessment  will  again  be  comprehensive  and 
evaluate  cognitive,  clinical,  psychomotor  and 
English  communication  skills.  In  addition. 


each  participant  will  be  counseled  regarding 
career  opportunities. 

Following  participation  in  the  program, 
each  participant  will  have  the  option  of  being 
monitored  by  several  modalities.  These  include 
sending  standardized  patients  unannounced 
into  the  office  setting,  conducting  chart  audits, 
obtaining  patient  satisfaction  questionnaires, 
as  well  as  peer  review.  Our  approach  will  be  to 
collaborate  with  the  Boards  of  Medical 
Examiners  in  several  adjacent  states  as  well  as 
Hospital  Associations,  Managed  Care  Organi- 
zations, and  Insurance  Companies.  We  will 
also  welcome  self-referrals  to  the  program.  A 
centralized  facility  to  be  used  by  all 
participating  organizations  will  be  developed 
in  a mutually  agreed  upon  location. 

If  you  are  interested  in  learning  more 
about  this  program,  please  contact: 

Paula  L.  Stillman  MD 
Sr  Assoc  Dean  for  Postgraduate  Education 
Medical  College  of  Pennsylvania 
3200  Henry  Ave. 

Philadelphia  PA  19129 
215-842-4562  (tel) 

215-849-3821  (fax) 


Mary  Ellen  Levenick  Richard  G.  Hollender,  RLA 


P.O.  Box  1143,  Hockessin,  DE  19707  • 302/234-3000  • Fax  234-3004 
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Alex  B.  Bodenstab,  m.d. 

IS  Pleased  to  Announce  that 
He  is  Actively  Practicing  with 
First  State  Orthopaedics 


Dr.  Bodenstab  Specializes  in: 

Adult  Reconstructive  Surgery  • Joint  Replacement 
Arthroscopy  • Sports  Injury  Care  • Fracture  Care 


PHYSICIANS 


Michael  J.  Axe,  m.d. 
Alex  B.  Bodenstab,  m.d. 
Stephen  L.  Hershey,  m.d. 


John  T.  Hogan,  m.d. 
William  A.  Newcomb,  m.d. 
Brent  R.  Noyes,  m.d. 
Leo  W.  Raisis,  m.d. 


Bruce  J.  Rudin,  m.d. 
David  T.  Sowa,  m.d. 
Robert  A.  Steele,  m.d. 


SERVICES 


Bone/Joint  Surgery 
Sports  Injury  Care 
Arthroscopic  Surgery 


Fracture  Care 
Spine  Surgery 
Joint  Replacement 


Hand/Micro  Surgery 
Foot/Ankle  Surgery 
X-Ray  Facilities 


// 


Taking  Care  of  Delaware 


// 


4 CONVENIENT  LOCATIONS:  PIKE  CREEK, 
MIDDLETOWN,  NEWARK  & BRANDYWINE 


(302)  731-2888 


Presbyterian  Medical  Center 
39th  & Market  Streets 
Philadelphia,  Pennsylvania  19104 

The  Philadelphia  Heart  Institute  at  Presbyterian  Medical  Center  is  an  affiliate  of  the  University  of  Pennsylvania 

*Presbyterian  Medical  Center  designates  this  continued  medical  education  activity  for  7 credits  in  Category  I 
of  the  Physicians'  Recognition  Award  of  the  American  Medical  Association  and  the  Pennsylvania  Medical  Society 
Membership  Requirement. 

The  Presbyterian  Medical  Center  of  Philadelphia  is  accredited  by  the  Pennsylvania  Medical  Society  to  sponso 
continuing  medical  education  for  physicians. 

All  faculty  participating  in  continuing  education  programs  sponsored  by  Presbyterian  Medical  Center  of 
Philadelphia  are  expected  to  disclose  to  the  program  audience  any  real  or  apparent  conflict(s)  of  interest 
related  to  the  content  of  their  presentation(s). 


BOOK  REVIEWS 


Sammy’s  Mommy  Has  Cancer,  by  Sherry 
Kohlenberg,  Magination  Press,  New  York, 
1993,  32  pp. 

Gentle  Willow,  A Story  for  Children 
About  Dying,  by  Joyce  C.  Mills,  PhD, 
Magination  Press,  New  York,  1993.  32  pp. 

These  two  little  books  fulfill  a real  need.  They 
are  for  young  children,  and  are  essentially 
picture  books  with  running  captions  which  tell 
their  stories.  The  first  book  was  written  for  her 
young  son  by  a woman  who  developed  breast 
cancer.  In  the  introduction  she  writes,  “I  hope 
that  this  book  accomplishes  three  things.  First, 
I wanted  Sammy  to  know  that  cancer  was 
something  that  could  happen  to  any  family, 
that  it  wasn’t  something  that  anyone  caused, 
and  that  we  were  still  a normal  family  even 
though  I was  sick.  Second,  I wanted  to  guide 
Sammy  through  the  various  treatments  that  I 
was  going  through  so  that  he  would  know  what 
to  expect  and  suggest  to  him  ways  that  he  could 
help.  Lastly,  even  though  we  knew  that  this 
was  a horrible  disease  and  we  didn’t  know 
what  the  outcome  would  be,  there  were  still 
times  of  happiness  and  even  celebrations  — 
when  tumors  shrank,  when  I healed  from 
surgery  and  my  strength  returned,  when  our 
lives  returned  to  what  they  were  like  before  I 
was  diagnosed  with  breast  cancer.  These  very 
important  special  moments  of  shared  happi- 
ness are  represented  at  the  end  of  the  book 
when  Sammy  takes  off  my  scarf  and  feels  my 
hair  growing  back.” 

The  second  book,  “Gentle  Willow,”  is 
written  for  young  children  who  may  not 
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survive  their  illnesses,  and  for  the  children 
w'ho  know  them. 

Both  books  are  written  with  tender 
compassion.  They  will  be  a great  help  for 
physicians  to  recommend  to  cancer  families  to 
answer  the  question,  “What  do  we  tell  the 
children?” 

At  the  end  of  the  first  book  is  a listing  of 
resource  books,  of  videotapes  on  cancer 
appropriate  for  young  children,  and  of  names, 
addresses,  and  phone  numbers  of  the  national 
organizations  which  can  furnish  help. 

David  Platt  MD 

Medicine’s  Great  Journey,  One  Hundred 
Years  of  Healing,  by  R.  Smolan,  P.  Moffitt, 
and  R.  Flaste,  Little,  Brown  and  Co.,  Boston, 
1992,  178  pp.,  $50. 

This  is  a beautiful  book,  and  a big  one.  It  is  a 
pictorial  record  of  the  history  of  medicine  from 
about  1850  to  the  present,  thereby  encompass- 
ing all  scientific  medicine.  It  has  179 
illustrations,  many  full  page,  large  (10  1/2  to  12 
inches),  glossy,  full-color  photographs.  With 
each  illustration  is  a running  explanatory 
commentary  which  adds  up  to  a coherent 
history  which  goes  from  Pasteur  through 
Roentgen,  the  Curies,  and  Florence  Nightin- 
gale to  modern  aseptic  surgical  techniques,  to 
the  CAT  scan,  MRI,  PET  scan,  laser  surgery, 
and  the  marvels  of  immunology  and  genetic 
manipulation. 

This  book  would  make  a superb  gift  for  a 
physician  colleague. 

David  Platt  MD 
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Book  Reviews 


An  Aspirin  a Day,  by  Michael  Castleman, 
Hyperion  Press,  New  York,  NY,  1993,  171  pp., 
$7.95. 

This  book,  written  by  a medical  journalist  for 
the  lay  public,  is  a guide  on  “What  you  can  do  to 
prevent  heart  attack,  stroke,  and  cancer,”  and 
other  ills.  Among  “other”  are  insect  bites  and 
eclampsia  of  pregnancy.  This  book  is  clearly 
written,  and  has  excellent  reference  and 
bibliography  sections  for  those  who  want  to 
read  more  on  the  subject. 

The  author  says  that  taking  an  aspirin 
daily  will  cut  heart  attack  risk  by  30  to  40  percent, 
stroke  risk  by  18  percent,  and  colon  cancer  deaths  by 
up  to  40  percent.  Its  low  cost  makes  its  use  practical  in 
underdeveloped  countries.  Despite  this  low  cost,  the 
United  States  spends  $1  billion  on  aspirin  every  year, 
for  30  billion  pills  a year. 

He  discusses  the  ongoing  controversy  regarding 
proper  prophylactic  dose,  with  different  studies 
recommending  doses  ranging  from  30  to  650  mgs.  a 
day. 

At  the  beginning,  the  author  gives  a caveat,  ‘“An 
Aspirin  a Day’  is  intended  to  familiarize  readers  with 
the  latest  research  about  this  remarkable  drug. 
However,  individual  differences  often  play  an 
important  role  in  medical  decision-making,  and 
neither  aspirin  nor  the  information  in  this  book 
substitutes  for  appropriate  medical  care.  For  concerns 
about  your  specific  medical  situation,  including  the 
advisability  of  taking  aspirin  regularly,  consult  your 
physician.” 

You  can  well  recommend  this  book  to  selected 
patients. 

David  Platt  MD 


Love,  Medicine  and  Miracles,  by  Bemie  S.  Siegel, 
MD,  Harper  & Row,  New  York,  1986,  244  pp. 


nonprofit  organization  with  individual  and  especially 
group  therapy  sessions  for  cancer  patients.  His  book  is 
a recounting  of  the  results  of  this  therapy,  which  is 
premised  on  the  belief  that  the  state  of  the  mind 
changes  the  state  of  the  body  by  working  through  the 
central  nervous  system  and  the  endocrine  system  to 
bolster  the  immune  system. 

Dr.  Siegel  sums  up  his  philosophy  as  follows: 
“Exceptional  patients  manifest  the  will  to  live  in  its 
most  potent  form.  The  ability  to  love  oneself, 
combined  with  the  ability  to  love  life,  fully  accepting 
that  it  will  not  last  forever,  enables  one  to  improve  the 
quality  of  life.  Death  is  not  a failure.  Not  choosing  to 
take  on  the  challenge  of  life  is.  Spontaneous 
remission  or  miracle  cure  may  be  the  response  to 
patients’  believing  and  working.” 

In  the  group  sessions,  patients  are  taught  to  set 
goals  for  their  lives,  to  develop  an  emotional  support 
system  with  each  other  and  with  family  and  friends, 
and  to  develop  and  enjoy  their  unique  personalities  to 
the  fullest.  As  helpful  tools,  the  groups  use  imagery, 
hypnosis,  self-relaxation  and  varied  forms  of 
meditation.  The  book’s  appendix  lists  titles  of 
audiotapes  which  use  these  aids,  plus  addresses  where 
they  can  be  purchased. 

The  major  portion  of  this  book  consists  of  clinical 
vignettes  of  patients.  Dr.  Siegel  emphasizes  that  he 
always  urges  patients  to  accept  the  most  that  standard 
therapy,  surgery,  chemotherapy,  radiotherapy,  etc., 
can  offer.  Then  he  asks  them  to  make  the  most  of  the 
remainder  of  their  lives  through  the  working  of  their 
minds. 

The  stories  are  anecdotal,  not  the  result  of 
double-blind  studies.  I cannot  believe  all  of  what  the 
author  writes,  including  patients  forecasting  the  exact 
times  of  their  deaths,  and  patients  communicating 
with  the  group  after  death.  But  if  patients  are  enabled 
to  live  out  their  remaining  time  more  meaningfully 
and  happily,  then  it  is  all  worthwhile. 

David  Platt  MD 


Dr.  Siegel  teaches  at  Yale  Medical  School  and 
practices  pediatric  and  general  surgery  in  New 
Haven.  A major  part  of  his  daily  surgical  practice  is 
with  cancer  patients.  He  was  struck  with  the  great 
disparity  between  the  extent  of  cancer  pathology  he 
found  at  operation  and  the  patients’  postoperative 
course,  for  both  quality  and  length  of  life.  In  1978  he 
started  ECap,  Exceptional  Cancer  Patients,  a 
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MSD  MONTHLY  ACTIVITIES 


Working  for  You: 
December  1994 


This  feature  was  instituted  in  September's  Journal  in  response  to  the  question,  "Just  what  does  the 
MSD  staff  and  leadership  do?"  Each  month  we  will  describe  how  your  MSD  staff  and  leadership  are 
serving  you.  It  is  hoped  that  this  will  help  increase  awareness  of  how  involved  your  state  medical 
society  is  on  your  behalf. 


Leadership  Activities 

Carol  A.  Tavani  MD  and  Mark  Meister  met 
with  Victor  Battaglia  to  discuss  the 
confidentiality  provisions  of  the  Drug  and 
Alcohol  Act  of  1992. 

AMA  Delegation  attended  AMA  Interim 
Meeting  in  Honolulu,  Hawaii 
Michael  J.  Bradley  DO  and  Mark  Meister 
met  with  Grover  Biddle  to  discuss  Health 
Care  Providers  Association  of  Delaware. 
Dr.  William  Nottingham  Jr.  and  Mark 
Meister  met  with  Gail  Rounds  of  the  New 
Jersey  Medical  Society 
Cost  Containment  Committee  met. 

Mark  Meister  DHCC  Monitoring  and 
Oversight  Committee 
Jorge  Pereira-Ogan  MD,  Steven  R.  Permut 
MD,  William  H.  Duncan  MD,  Anthony 
Cucuzzella  MD 

Phil  Corozzi,  Mark  Meister  and  Beverly 
Dieffenbach  attended  Legislative  Break- 
fast and  discussed  Legislative  agenda  for 
1995. 

Physicians'  Advocacy  Program  Activities 
Developed  series  of  14  workshops  for 
physicians  and  office  staff  to  be  held 
throughout  the  state  during  1995.  Topics 
to  be  covered:  Accounts  Receivable 

Management,  Legal  Aspects  of  Hiring  and 
Firing,  Malpractice  Issues  for  the  Office 
Staff,  How  to  Evaluate  a Managed  Care 
Contract,  Collecting  Delinquent  Accounts, 
Human  Resources  Workshop  and  Front 
Desk  Procedures. 

Worked  with  Medical  Society  of  Delaware 
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EDI  workgroup  on  development  of  First 
Annual  Electronic  Data  Interchange  Expo 
to  be  held  April  12  in  Georgetown  and  April 
19  in  Wilmington.  These  conferences  will 
provide  physicians  as  well  as  staff  with  an 
opportunity  to  learn  more  about  EDI  in  the 
health  care  industry,  how  it  impacts  your 
business  and  where  different  payors  are  in 
terms  of  EDI.  Three  workshops  will  also  be 
offered  focusing  on  the  new  Medicare 
documentation  guidelines  for  E & M 
services;  using  your  computer  to  manage 
your  receivables  more  effectively;  and  how 
to  select  an  EDI  vendor.  Vendors  will  also 
be  available  for  you  to  view  and  evaluate 
their  latest  software  products  and  services 
on  site. 

Answered  various  inquiries  from  physi- 
cians and  their  staffs  on  such  issues  on 
release  of  medical  records,  guidelines  on 
fees  for  copying  medical  records,  and 
questions  regarding  release  of  records  and 
HIV  confidentiality. 

Voluntary  Initiative  Program  Activities 
Referred  96  Medicaid  patients  to  VIP  par- 
ticipating physicians. 

Continuing  Medical  Education  Activities 

Sponsored  15  educational  activities  for  Cat- 
egory 1 credit. 

Major  Meetings 

Committee  on  Aging 

Public  and  Professional  Education  Advo- 
cacy Committee 
Board  of  Trustees 
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OfANOPERAnOM 

nuT'uM/ua 

You  Feei  Beher 


As  an  Air  Force  Reserve  physician, 
you'll  experience  all  the  rewards  of 
providing  care.  And  then  some. 

Because  as  part  of  our  nation's  vital 
defense  team,  you'll  help  protect 
the  strength  and  pride  of  America. 

In  the  Air  Force  Reserve,  you'll  feel 
the  excitement  a change  of  pace 
brings  as  you  gain  the  prestige  of 
military  rank  and  the  privilege  of 
working  with  some  of  the  world's 
best  medical  professionals.  And, 
you  can  update  your  knowledge 
through  the  Air  Force  Reserve's 
wide  selection  of  continuing  edu- 
cational opportunities. 

With  our  new,  flexible  schedule 
programs,  it's  never  been  easier  to 
give  something  back  to  your 
country. 

The  Air  Force  Reserve.  It's  a great 
way  to  serve. 

Call:  (800)282-1390 
Or  write  To: 

Kim  Mathew 
3720FetchetAve 
Suite  16 

Andrews  AFB,  MD  20331-5157 


25-501-0009 


A GREAT  WAY  TO  SERVE 


IN  BRIEF 


Thanks  from  the  Drug  Utilization  Review  Board 

The  Drug  Utilization  Review  Board  (DUR)  would  like  to  express  its  appreciation  to  the  physicians  who 
have  made  this  program  a success.  Over  80  percent  of  the  response  forms  have  been  returned. 
Physicians  have  taken  the  time  to  inform  the  DUR  Board  and  the  Department  of  Health  and  Social 
Services  (DHSS)  about  patients  who  have  unique  diagnoses  that  require  specialized  therapy.  Although 
this  is  another  link  in  the  paper  chain,  the  information  being  supplied  is  helpful  in  evaluating 
pharmaceutical  care. 

Many  patients  are  using  medications  in  an  inappropriate  manner.  By  distributing  information  on 
the  actual  usage  rate  to  physicians,  recipients  can  be  educated  in  the  proper  use  of  their  medications. 
Some  physicians  have  made  changes  in  the  way  they  write  prescriptions,  allowing  for  more  thorough 
monitoring  of  pharmaceutical  usage.  Physicians  have  been  alerted  when  prescribing  for  the  same  type 
of  therapy  as  another  physician.  Other  physicians  realize  that  medications  they  presribe  may  be  in 
conflict  with  medications  prescribed  by  other  physicians  outside  their  treatment  area. 

The  goal  of  the  DUR  Board  is  to  improve  patient  outcomes  by  reviewing  pharmaceutical  care.  The 
program  is  successful  only  with  physician  cooperation  and  input.  The  DUR  Board  and  DHSS  appreciate 
all  of  the  support  the  medical  community  has  shown  for  this  program. 

Second  Annual  Intensive  Review  of  Internal  Medicine 

This  program  will  be  held  June  7-10,  1995,  at  the  Washington  Marriott  Hotel,  Washington  D.C. 

Call  Deborah  Grant  at  (202)  994-4285. 

Third  Annual  Board  Review  in  Family  Medicine 

This  program  will  be  held  June  24-28, 1995,  at  the  Marriott  Crystal  Gateway  Hotel,  Arlington,  Virginia. 
This  program  has  been  approved  for  a maximum  of  39  Category  1 CME  credit  hours  and  39  AAFP 
prescribed  credit  hours  (pending).  Call  Maria  Gorrick  at  (202)  994-4285. 

6th  Biannual  Gastroenterology  Board  Review  Course 

This  program  will  be  held  October  7-11, 1995,  at  the  Grand  Hyatt,  Washington  D.C.  Call  Maria  Gorrick 
at  (202)  994-4285. 

Medical  Oncology  Board  Review  Course 

This  program  will  be  held  October  8-12,  1995,  at  the  Ritz-Carlton  Pentagon  City,  Arlington,  Virginia. 
Call  Maria  Gorrick  at  (202)  994-4285. 

Annual  Meeting,  Virginia  Society  of  Ophthalmology 

This  program  will  be  held  May  19-20, 1995,  in  Colonial  Williamsburg,  Virginia.  The  keynote  speakers 
will  be  Curt  Kelley  MD,  Paul  Koch  MD,  Robert  Nussenblatt  MD,  and  George  Waring  MD.  The  program 
will  include  scientific  presentations,  practical  labs,  a radial  keratotomy  symposium  and  workshop. 
Contact  Donna  Scott,  4205  Dover  Road,  Richmond  VA  23221;  (804)  353-2721. 


Del  Med  Jrl,  February  1995,  Vol  67  No  2 


155 


In  Brief 


Annual  Meeting,  Virginia  Society  of  Ophthalmic  Medical  Personnel 

This  program  will  be  held  May  19-20, 1995,  in  Colonial  Williamsburg,  Virginia.  There  will  be  a scientific 
program,  workshops  and  a coding  seminar.  Contact:  Barbara  Heipp,  COT,  400  Westhampton  Station, 
Richmond  VA  23226;  (804)  286-4231. 

Maryland  Thoracic  Society's  35th  Annual  Meeting  and  Scientific  Session 

"Infectious  Diseases  of  the  Lung"  will  be  held  Sunday,  March  12,  1995,  at  the  Stouffer  Renaissance 
Harborplace  Hotel,  Baltimore,  Maryland.  The  session  will  include  presentations  on:  multi-drug 
resistant  tuberculosis,  respiratory  syncytial  virus  bronchiolitis,  new  antibiotics  for  respiratory  tract 
infections,  diagnosis  of  ventilator-associated  pneumonia,  clinical  pathologic  correlations,  and 
outstanding  local  pulmonary  research.  Accreditation  will  be  provided. 

The  Osteogenesis  Imperfecta  Foundation 

Offering  information  to  physicians  and  their  patients  with  this  genetic  bone  disorder.  For  more 
information  write:  5005  W.  Laurel  Street,  Suite  210,  Tampa,  FL  33607-3836,  or  dial  (813)  282-1161. 


Christiana  Bank  & Trust  Company 


A PROFESSIONAL  APPROACH  TO 
CUSTOM  PERSONAL  AND  PRACTICE  FINANCING 
AND  INVESTMENT  MANAGEMENT 
FOR  MEDICAL  PRACTITIONERS 


3801  Kennett  Pike 
Greenville,  DE  19807 
Call  Bob  Elder,  President 
302.421.5800 


SPECIAL  PROGRAMS  FOR 


Health  Care 
Providers 


Member,  FDIC 
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First  State  Orthopaedics 
IS  Pleased  to  Announce  the  Opening  of 
Our  4th  Location  to  Better  Serve  You... 


THE  HEALTHCARE  CENTER 
AT  BRANDYWINE 

(Across  From  Brandywine  High  School) 

Foulkstone  Plaza  • 1401  Foulk  Road 
Wilmington,  DE  19803 


P H Y S 


C I A N S 


Michael  J.  Axe,  m.d. 
Alex  B.  Bodenstab,  m.d. 
Stephen  L.  Hershey,  m.d. 


John  T.  Hogan,  m.d. 
William  A.  Newcomb,  m.d. 
Brent  R.  Noyes,  m.d. 
Leo  W.  Raisis,  m.d. 


Bruce  J.  Rudin,  m.d. 
David  T.  Sowa,  m.d. 
Robert  A.  Steele,  m.d. 


Bone/Joint  Surgery 
Sports  Injury  Care 
Arthroscopic  Surgery 


SERVICES 

Fracture  Care 
Spine  Surgery 
Joint  Replacement 


Hand/Micro  Surgery 
Foot/Ankle  Surgery 
X-Ray  Facilities 


// 


Taking  Care  of  Delaware 


ff 


4 CONVENIENT  LOCATIONS:  PIKE  CREEK, 
MIDDLETOWN,  NEWARK  & BRANDYWINE 


(302)  731-2888 
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INFORMATION  FOR 
ADVERTISERS 

The  Delaware  Medical  Journal  is 
a monthly  publication  of  the  Medi- 
cal Society  of  Delaware.  The  Jowr- 
nal  reaches  approximately  75  per- 
cent of  the  state's  physicians,  as 
well  as  medical  libraries,  and  hos- 
pitals; its  circulation  is  approxi- 
mately 1,600. 

Full-,  half-  and  quarter-page  ad- 
vertisements are  accepted.  Half- 
and  quarter-page  ads  may  be  ei- 
ther vertical  or  horizontal.  The 
Journal  can  provide  such  services 
as  four-color  or  matched  color  ads; 
camera  work  (halftones,  line 
shots);  and  t3q5esetting. 

Closing  for  space  reservations  is 
the  first  of  the  month,  two  months 
prior  to  publication.  Closing  for 
materials  is  the  first  of  the  month, 
one  month  prior  to  pubfication. 

All  advertisements  are  subject  to 
approval  by  the  Publications  Com- 
mittee of  the  Medical  Society  of 
Delaware. 

For  a media  kit  or  for  more  infor- 
mation, call  the  managing  editor 
at  302/658-7596  or  800/348-6800 
(Kent  or  Sussex  Counties). 
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MRI  Case  of  the  Month 


31  year  old  male  with  paresthesias  of  the  right  upper  extremity  along  with 
weakness  and  mild  spasticity  of  the  lower  extremities 


MRI  examination  of  the  cervical  spine  revealed  focal  disk  herniation  with  a 
moderate  size  bone  spur  at  the  C5-6  level.  Effacement  of  the  spinal  cord 
correlated  with  the  patient's  lower  extremity  difficulties. 


Centpl^l 

Delaware 


MRI 


Low  Claustrophobia  •TurboSpin  Echo*MR  Angiography 


Robert  J.  Varipapa,  MD  Certified,  American  Society  Neuroimaging 

John  B.  Coil,  DO 

1093  S.  Governors  Avenue,  Dover,  DE  19904  (302)  674-5860 


c 


hristlama  Imaging  Center  is  rmdergoing  a 


ma|Of  equipment  upgrade  on  one  of  its  two 
MRI  scanners.  Excellence  in  imaging  means 
maintaining  the  newest  in  MRI  technology. 
For  physicians  and  patients  this  means;  v. 


Faster  imaging 
>-  Improved  detail 
Music  system 


3 


High-tech  equipment.  Superb  patient  care 
and  comfort.  Unsurpassed  radiologic  expertise. 


Professional  services  provided  by  X-Ray  Associates. 

Medical  Directors:  Zelimir  Kozic,  M.D, 
and  John  Witts,  M.D 


Christiana  Itnaging  Center 

A Distelon  «t  MCD  Holding  Company 


4751  Ogletown-Stanton  Road 
Newark,  DE  19713 
(302)  731 •9800 
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The  Principles  and  Ethical  Problems  of  Managed  Care 


As  managed  care  systems  begin  to  assume  a 
larger  role  in  our  health  care  delivery  system 
in  Delaware,  we  are  faced  with  maintaining 
our  principles  of  practice  and  our  ethics.  Our 
role  as  an  advocate  for  the  individual  patient 
conflicts  with  that  as  the  gatekeeper.  We  have 
to  look  out  for  the  interests  of  the  “plan”  versus 
the  needs  of  the  patient.  How  we,  as 
physicians,  are  able  to  balance  these  opposing 
themes  will  determine  the  success  or  failure  of 
health  system  reform.  We  must  not  overlook 
the  patient  in  this  maze  of  alphabet  systems 
(HMO,  PPO,  PO,  PHO,  IPA,  etc.),  or  we  risk 
some  of  the  basic  reasons  for  which  we  are  in 
medicine  today. 

The  financial  incentives  of  medical  practice 
are  not  new  to  any  of  us.  The  types  of  incentives 
and  their  reasons  are  changing.  In  a fee  for 
service  environment,  we  are  paid  for  work  that 
we  do.  If  we  work  harder,  see  more  patients,  do 
more  procedures,  we  are  reimbursed  more. 
There  is  no  incentive  to  keep  the  patient  away 
from  care  that  might  be  different  in  cost  but  the 
same  in  outcome.  A more  integrated  HMO 
would  view  the  same  patient  in  the  context  of 
what  would  be  good  for  the  whole  plan.  They 
would  view  the  number  of  covered  lives  in  their 
program  and  direct  the  physician  into  lower 
cost  but,  hopefully,  equally  effective  treat- 
ments for  the  individual  patient.  Preventive 
medicine  has  had  its  impetus  if  not  its 
beginnings  in  the  HMOs  like  Kaiser  and  the 
military  medical  systems.  In  between  these 
two  bookends  are  the  vast  array  of  other 
managed  care  systems.  Some  are  in  their 
infancy  (Aetna/DuPont),  others  more  mature 
(Principal,  Blue  Cross,  US  Healthcare,  etc.). 
However,  all  try  to  control  the  lives  of  their 
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patients  through  the  interactions  of  the  HMO- 
physician-patient  triangle. 

Some  of  the  problems  we  are  now  seeing  in 
managed  care  are  the  result  of  its  rapid 
growth.  The  largest  employers  have  seen  the 
dramatic  increase  in  their  health  care  costs 
and  have  embraced  the  notion  of  cost 
reductions  promised  by  managed  care.  Some 
self-insured  companies  have  contracted,  for  a 
fixed  cost,  the  medical  care  of  their  employees 
to  third  parties  (Aetna/DuPont).  Mutual 
companies,  like  PHC-DE,  and  not-for-profits, 
like  the  Blues,  are  less  intrusive,  while  the 
stockholder  HMOs,  like  US  Healthcare,  are 
more  controlling  to  the  physician  and  patient. 
How  are  we  to  maintain  our  trust  with  our 
patients  unless  we  are  allowed  to  be  their 
advocate.  Without  putting  our  patients  first, 
we  risk  losing  that  trust,  a trust  on  which 
healing  is  based. 

One  of  the  great  failures  last  year  was  the 
loss  of  momentum  for  a true,  complete 
overhaul  of  the  health  care  system.  We  are  now 
faced  with  incremental  reform,  if  even  that.  We 
are  left  with  a patchwork  of  laws  that  do 
nothing  to  encourage  improvement  in  health 
systems.  We  cannot  compete  with  the  managed 
care  companies  because  of  antitrust  laws 
preventing  physicians  from  organizing  outside 
of  group  practices.  Physician-hospital  organi- 
zations are  at  risk  of  losing  their  tax  exempt 
status  if  more  than  20%  of  the  PHO  is 
physician  owned,  according  to  a recent  IRS 
ruling.  However,  we  should  all  recognize  the 
need  for  at  least  50-50  sharing  of  control  in 
such  an  arrangement,  or  the  hospital  becomes 
the  1000  pound  gorilla.  Our  fellow  physicians 
of  the  Marshfield  Clinic  in  Wisconsin  are 
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engaged  in  an  epic  battle  with  the  Blues  over 
antitrust  issues  which  could  affect  all  of  us. 
After  the  Blues  pulled  out  of  a joint  venture, 
the  physicians  took  the  reins  and  produced  an 
effective  rural  health  network  of  offices 
bringing  needed  care  to  thousands  of  patients. 
Now,  the  Blues  want  back  in  and  are  using  the 
guise  of  antitrust  law  to  force  the  issue. 

The  other  factor  that  lags  behind  is  tort 
reform.  Here  the  trial  lawyers  will  fight  us  to 
the  last  day  in  the  legislature.  Delaware  is  not 
the  worst  place  to  practice,  however,  but  the 
removal  of  joint  and  several  liability,  placing 
caps  on  noneconomic  damages,  permitting 
filing  of  cases  of  merit  only,  and  other 
provisions  would  hopefully  reduce  the  cost  of 
medical  care  by  reducing  defensive  medicine. 

To  reduce  the  cost  of  medicine  in  the  future 
we  need  a partnership  which  does  not  exist  in 
today’s  environment.  The  states  must  be  free  of 
ERISA  requirements  to  try  out  various  models 
of  health  delivery.  Tort  reform  must  occur  to 
free  the  physician  from  wasteful  defensive 
medicine.  Antitrust  relief  would  allow  physi- 
cians to  compete  on  a level  field  with  managed 
care  companies.  The  ethical  problems  of  caring 
for  patients  in  an  economic  system  of  only  finite 
means  must  be  a true  partnership  of  a patient, 
their  personal  physician  and  their  health  plan 


(whether  that  be  private  or  public  sources).  All 
parties  must  share  responsibility,  and  physi- 
cians must  maintain  their  role  as  patient 
advocate.  The  patient  must  be  informed  as 
much  as  possible  by  their  health  plan  of  the 
broad  guidelines  under  which  their  physician 
must  work.  In  essence,  managed  care 
companies  must  obtain  informed  consent  of 
their  enrollees  and  give  full  disclosure  about 
the  plan. 

We  will  soon  be  introducing  into  the 
Delaware  legislature  several  proposals  which 
we  hope  will  be  adopted.  The  Patient 
Protection  Act  would  do  a great  deal  to  prevent 
the  excessive  clout  that  managed  care 
companies  have  over  the  patient  and 
physicians.  We  are  encouraged  by  the  AMA’s 
efforts  to  bring  this  issue  back  to  Congress  as 
well.  I hope  to  be  able  to  report  favorably  on 
this  in  the  next  few  months. 

You  will  soon  be  receiving  a questionnaire 
regarding  whether  the  MSD  should  form  a 
physician  organization.  Please  take  the  time  to 
fill  out  this  important  form. 


COMFORTABLE  SENIOR  LIVING  WITH  A PERSONAL  TOUCH 


I'm  SO  happy  we  helped 
Mother  & Dad 

...  find  a retirement  community  with  a great 
staff,  delicious  food,  plenty  of  activities, 
and  a little  extra  help  if  they  need  it. 

I'm  glad  we  discovered  The  Lorelton. 


^'LORELTON 

2200  WEST  FOURTH  • WILMINGTON,  DE  19805-3324 
SHORT  AND  LONG  TERM  INDEPENDENT  AND  ASSISTED  LIVING 

Call  today  (302)  573-3580 
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FIRST  STATE  ORTHOPAEDICS 

I "Taking  Care  of  Delaware" 


PARTNERS  IN  EXCELLENCE  WITH  OVER  100  YEARS 
OF  CLINICAL  EXPERIENCE 


PHYSICIANS 

MICHAEL  J.  AXE,  M.D. 
ALEX  B.  BODENSTAB,  M.D. 
STEPHEN  L.  HERSHEY,  M.D. 
JOHN  T.  HOGAN,  M.D. 
WILLIAM  A.  NEWCOMB,  M.D. 
BRENT  R.  NOYES,  M.D. 
LEO  W.  RAISIS,  M.D. 
BRUCE  J.  RUDIN,  M.D. 
DAVID  T.  SOWA,  M.D. 
ROBERTA.  STEELE,  M.D. 


SERVICES 

BONE/JOINT  SURGERY 
SPORTS  INJURY  CARE 
ARTHROSCOPIC  SURGERY 
FRACTURE  CARE 
SPINE  SURGERY 
JOINT  REPLACEMENT 
HAND/MICRO  SURGERY 
FOOT/ANKLE  SURGERY 
X-RAY  FACILITIES 


4 CONVENIENT  LOCATIONS:  PIKE  CREEK, 
MIDDLETOWN,  NEWARK  & BRANDYWINE 


(302)  731-2888 


Or  An  OPBuamH 
nmilJUlAKE 
Ybu  fra  Bma 


As  an  Air  Force  Reserve  physician, 
you'll  experience  all  the  rewards  of 
providing  care.  And  then  some. 


Because  as  part  of  our  nation's  vital 
defense  team,  you'll  help  protect 
the  strength  and  pride  of  America. 

In  the  Air  Force  Reserve,  you'll  feel 
the  excitement  a change  of  pace 
brings  as  you  gain  the  prestige  of 
military  rank  and  the  privilege  of 
working  with  some  of  the  world's 
best  medical  professionals.  And, 
you  can  update  your  knowledge 
through  the  Air  Force  Reserve's 
wide  selection  of  continuing  edu- 
cational opportunities. 

With  our  new,  flexible  schedule 
programs,  it's  never  been  easier  to 
give  something  back  to  your 
country. 

The  Air  Force  Reserve.  It's  a great 
way  to  serve. 

Call:  (800)282-1390 
Or  write  To: 

Kim  Mathew 
3720FetchetAve 
Suite  16 

Andrews  AFB,  MD  20331-5157 


1! 


25-501-0009 


A GREAT  WAY  TO  SERVE 


SCIENTIFIC  ARTICLE 


Ozone  and  Human  Health:  Is  the  Air  in  Delaware 

Safe  to  Breathe? 

Athena  T.  Jolly  MD,  MPH 


Introduction 

The  dramatic  consequences  of  heavy  air 
pollution  have  been  known  for  a long  time. 
Incidents  such  as  the  “Great  London  Smog”  of 
1952,  the  three  day  inversion  in  the  Meuse 
River  Valley  of  Belgium  in  1934,  and  the  five 
day  inversion  in  Donora,  PA  in  1948  caused 
many  human  casualties  from  acute  respiratory 
morbidity  and  death.  But  there  is  a lot  of 
uncertainty  whether  the  considerably  lower 
concentrations  of  air  pollutants  present  in  the 
United  States  today  can  cause  adverse  human 
health  outcomes. 

Ozone  is  a major  photochemical  air 
pollutant  that  is  produced  when  volatile 
organic  compounds  (VOCs)  and  nitrogen 
oxides  (NO^)  combine  in  the  presence  of 
sunshine.  Automobiles  are  the  main  contribu- 
tors, with  utilities,  industry,  small  stationary 
sources  and  natural  vegetation  adding  either 
through  VOCs  or  NO^  emissions.  It  is 
considered  a criterion  pollutant,  that  is,  it  has 
potential  to  endanger  public  health  and 
welfare  and  has  been  regulated  with  “ad- 
equate” margin  of  safety  by  the  Clean  Air  Act 
Amendments  (CAA)  of  1970  and  1990.  The 
current  ambient  air  standard  is  0. 12  ppm.  Two 
decades  after  the  establishment  of  this  “safe 
level”  for  ozone,  nationally  98  areas  have  failed 
to  attain  the  National  Air  Quality  Standard 
(NAAQS).  Delaware  has  not  been  in  compli- 
ance with  the  ozone  standard  since  1970.  EPA 
classifies  ozone  nonattainment  levels  as 
marginal,  moderate,  serious,  severe  and 
extreme.  New  Castle  and  Kent  counties  are 
classified  as  severe  nonattainment  while 
Sussex  county  is  marginal  nonattainment. 

A review  of  the  medical  literature  was 
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undertaken  to  understand  the  health  implica- 
tions of  the  nonattainment  with  the  standard 
for  the  citizens  of  Delaware.  Animal,  human 
experiments  in  volunteers,  and  epidemiology 
studies  were  evaluated.  The  results  indicate 
that  ozone  can  cause  serious  health  effects  at 
concentrations  uncomfortably  close  to  the 
current  standard.  Eye  irritation,  cough,  chest 
discomfort  and  headaches  have  been  reported 
at  ozone  levels  ranging  from  0.05  to  0.20  ppm. 
Asthma  in  children  and  adults  has  been 
associated  with  increases  in  the  air  concentra- 
tion of  ozone.  It  has  been  linked  to  decreasing 
athletic  performance  in  young  athletes,  most 
probably  through  decrease  of  pulmonary 
function,  which  is  known  to  take  place  at 
concentrations  of  0.08  to  0.16  ppm.  Some 
experts  believe  that  this  might  be  an 
irreversible  effect,  which  over  a long  period  can 
cause  chronic  respiratory  disease.  A more 
detailed  description  of  the  findings  follows. 

Animal  Studies 

A comprehensive  report  by  Scheel  et  aP 
established  acute  toxic  effects  of  ozone  at  levels 
as  low  as  2 ppm  in  rodents.  These  consisted  of 
a decrease  in  tidal  volume  and  reduction  in  0^ 
uptake  with  partial  recovery  after  cessation  of 
each  subsequent  exposure.  Histologic  sections 
of  the  lung  demonstrated  development  of 
edema  and  fibrosis  corresponding  to  the  single 
and  repeated  exposures.  Inhibition  of  natural 
body  defenses,  through  the  ozone’s  oxidant 
action  on  the  mucous  membrane  of  the  lung, 
has  been  described  in  multiple  studies. 

Chronic  bronchitis,  bronchiolitis  and 
emphysema  have  been  reported  to  occur  in 
small  laboratory  animals  exposed  to  a 
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concentration  of  1 ppm.  Significantly,  rabbits 
that  were  tolerant  of  the  acute  inflammatory 
effects  exhibited  progressive  breakdown  of 
their  alveolar  wall  leading  to  emphysema  with 
chronic  exposure^.  This  suggests  that  concen- 
trations that  are  tolerated  for  acute  toxicity 
might  contribute  to  airway  obstructive  disease 
(AOD). 

Volunteer  Studies 

Volimtary  exposures  to  1.5  - 2 ppm  of  ozone 
for  two  hours  induced  respiratory  and 
neurologic  symptoms  indicative  of  the  acute 
toxicity  of  the  pollutant.  Detailed  pulmonary 
function  studies  by  Young  and  Shaw  on  12 
human  volunteers  breathing  ozone  for  two 
hours  from  0.6  to  0.8  ppm  revealed  a decrease 
in  the  diffusion  capacity,  forced  vital  capacity 
(FVC)  and  forced  expiratory  volume  in  1 
s(FEV^)^.  Studies  of  prolonged  exposure  to  0.08 
ppm,  an  exposure  below  the  NAAQS  for  ozone, 
in  exercising  healthy  young  men  resulted  in 
similar  decrements  in  lung  function,  a 
significant  increase  in  nonspecific  airway 
reactivity  (NSBR)  and  respiratory  symptoms^. 
These  findings  can  be  interpreted  that  even  at 
low  concentrations  (below  the  NAAQS)  ozone 
exerts  toxic  effects  at  the  alveolar  level  of  the 
lung. 

Human  Epidemiologic  Studies 

Exposure  of  workers  in  the  workplace  has 
provided  evidence  for  the  injurious  effects  of 
ozone  at  high  levels  as  well  as  evidence  for  the 
establishment  of  a safe  level  for  the  workplace. 
Challen  et  al  noted  respiratory  symptoms  in 
welders  exposed  daily  to  concentrations  of  0.8  - 
1.7  ppm.  The  S3rmptoms  subsided  at  0.2  ppm 
which  supported  the  occupational  threshold 
limit  value  of  0.1  ppm  for  ozone®. 

In  the  environmental  setting,  studies  of 
subjective  symptoms  in  the  Los  Angeles  county 
linked  oxidizing  air  pollution  with  general 
symptoms,  such  as  eye  discomfort,  throat 
irritation,  headaches  and  chest  constriction. 
Also  decreased  performance  of  cross-country 
runners  has  been  associated  with  increasing 
ambient  photochemical  oxidant  concentrations 
in  Los  Angeles®.  A three  year  study  of  student 
nurses  in  Los  Angeles,  that  examined 
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symptoms  and  compared  them  to  measure- 
ments of  ozone  for  the  same  period,  established 
threshold  dose  relationships  for  the  following 
acute  symptoms;  headache  - 0.05  ppm;  eye 
discomfort  - 0.15  ppm;  cough  and  chest 
discomfort  - 0.26  ppm’. 

Asthma,  a major  cause  of  morbidity  and 
mortality  in  children  and  adults,  has  been 
increasing  in  incidence  and  prevalence  in  the 
last  two  decades.  Incident  cases  of  adult-onset 
asthma  were  significantly  associated  (relative 
risk  of  3.12)  in  men  with  increased  outdoor 
ozone  exposure  in  a population  of  3,914 
California  Seventh-day  Adventist  nonsmokers 
followed  for  10  years®. 

Analysis  of  hospital  admissions  for  asthma 
in  Manitoba,  Canada  found  highly  significant 
relationships  in  the  incidence  and  prevalence 
of  asthma  in  preschool  children  with  increases 
in  ozone  concentration®. 

A retrospective  study  in  New  Jersey  that 
examined  the  effect  of  several  environmental 
variables  on  the  frequency  of  hospital  visits  for 
asthma  found  an  exposure-response  relation- 
ship of  elevated  ozone  concentrations  with 
asthma  in  the  general  population’®. 

The  ventilatory  capacity  of  children 
attending  a summer  camp  in  the  San 
Bernadino  mountains  of  California  was  found 
to  be  inversely  related  to  the  ambient  level  of 
ozone.  It  decreased  when  the  level  exceeded 
the  national  ambient  air  quality  standard 
(NAAQS)”.  The  same  relationship  was 
described  in  1,626  children  from  a European 
Alpine  region  who  were  also  found  to  have  an 
increased  prevalence  for  asthma’®. 

There  is  conflicting  data  about  the  effects 
of  ozone  on  those  with  chronic  lung  disease. 
Some  studies  indicate  that  these  individuals 
might  be  more  sensitive,  while  others  fail  to 
confirm  this  finding.  However,  several  studies 
have  described  a relationship  between  exacer- 
bations of  preexisting  asthma  in  adults  and 
children  on  days  that  ozone  exceeds  the 
national  ambient  standard. 

It  is  equally  difficult  to  conclude  whether 
chronic  high  exposure  to  ozone  alone  leads  to 
premature  aging  of  the  lung  and  development 
of  airway  obstructive  disease  in  humans.  The 
same  population  of  Seventh  Day  Adventists, 
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when  studied  for  the  risk  of  chronic  obstructive 
pulmonary  disease,  failed  to  establish  a 
relationship  with  ozone  alone,  although  it 
clearly  demonstrated  an  association  between 
chronic  symptoms  and  a mix  of  air  pollutants. 

It  is  noteworthy  that  most  of  these  studies 
were  conducted  in  environments  where 
oxidizing  pollution  was  the  predominant  tj^pe, 
since  measurements  of  sulfur  dioxide  (SO^)  and 
nitrogen  dioxide  (NO^)  were  below  the  NAAQS. 
Consequently  the  findings  would  be  applicable 
to  Delaware. 

Conclusion 

Based  on  data  from  human  and  animal 
research,  ambient  air  levels  of  ozone  in 
Delaware  present  a health  risk  for  the  public. 
It  is  clear  that  exceeding  the  standard 
constitutes  a public  health  hazard  and  that  the 
risk  must  be  controlled.  The  Clean  Air  Act 
Amendment  of  1991  mandates  regulations  to 
reduce  total  emissions  of  NO^  and  hydrocar- 
bons. This  will  require  legislation  that  will 
achieve  these  goals.  In  Delaware  these  will 
mainly  consist  of  reduced  use  of  automobiles 
and  improved  automobile  pollution  control. 

Physicians  must  consider  the  contribution 
of  ozone  in  acute  respiratory  illness,  treat, 
advise  and  educate  their  patients  accordingly. 
They  must  support  an  accelerated  research 
program  for  the  long-term  implications  of 
exposure  to  ozone.  Finally,  after  evaluating 
existing  research,  they  must  become  advocates 
for  the  reduction  of  ozone  levels  in  the  ambient 
air. 
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ASSISTANT 
MEDICAL  DIRECTOR 

U.S.  Behavioral  Health,  a leader  in  managed  behavioral 
healthcare,  announces  an  opening,  in  our  Philadelphia,  PA 
office,  for  an  experienced  psychiatrist  to  join  its  team  of  Assis- 
tant Medical  Directors. 

In  addition  to  board  certification  in  general  psychiatry,  appli- 
cants should  be  either  credentialed  in  addictionology  or  have 
extensive  documented  expenence  in  chemical  dependency  ser- 
vices. A minimum  of  five  years  of  post-residency  experience  is 
required.  Supervisory  experience  is  essential  and  supervisory 
expenence  in  a managed  care  environment  is  preferable. 

Duties  include  clinical  supervision  of  the  care  management  staff, 
quality  assurance  activities,  liaison  to  the  provider  relations  de- 
partment, and  credentialing  of  psychiatnsts  into  the  provider 
network  panel. 

The  position  is  part-time  beginning  at  10-15  hours/week  with 
possibility  of  expansion  beyond  that  in  the  future.  We  offer  an 
excellent  career  opportunity  with  attractive  compensation  and 
benefits  for  the  right  candidate.  To  apply,  please  send  cover 
letter,  CV  and  salary  history  to: 

U.S.  Behavioral  Health 
HR  Dept.  Joh#  AMD-DMJ 
2000  Powell  Street,  Suite  1180 
Emeryville,  CA  94608 

Equal  Opportunity  Employer 


US. 

Behavioral 

Health 
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THE  PHILADELPHIA 


Presented  by 


^ PHILADELPHIA  HEART  INSTITUTE 


Presbyterian  Medical  Center 
and 


O THE  GRADUATE  HOSPITAL 

Co-sponsored  by  the  Council 
on  Clinical  Cardiology  of  the 

American  Heart  Association 


October  15-20,  1995 

Adam’s  Mark  Hotel 
Philadelphia,  Pennsylvania 

Program  Committee 

Bruce  C.  Berger,  M.D.,  Michael  S.  Feldman,  M.D.,  Ronald  S.  Gotdieb,  M.D., 

Ami  S.  Iskandrian,  M.D.,  Mariell  Jessup,  M.D.,  Thomas  H.  Kreulen,  M.D., 

Francis  E.  Marchlinski,  M.D.,  J.  David  Ogilby,  M.D.,  Bernard  L.  Segal,  M.D. 

This  program  is  designed  to  provide  the  physician  with  an  intensive  survey  of  our  current 
understanding  of  the  clinical  manifestations,  pathophysiology  and  treatment  of  cardiovascular  disease. 
The  course  will  also  prepare  the  physician  for  the  Board  Examination  in  Cardiovascular  Disease. 

For  registration  information  contact: 

Ms.  Racell  Payton 

Philadelphia  Heart  Institute 

Presbyterian  Medical  Center 

39th  & Market  Streets,  Philadelphia,  PA  19104 

(215)  662-5341 

Presbyterian  Medical  Center  designates  this  Continuing  Medical  Education  activity  for  50  credit  hours  in  Category  I of  the 
Physicians’  Recognition  Award  of  the  American  Medical  Association  and  The  Pennsylvania  Medical  Society  membership  requirement. 

The  Presbyterian  Medical  Center  of  Philadelphia  is  accredited  by  the  Pennsylvania  Medical  Society  to  sponsor  continuing  medical 
education  for  physicians. 

All  faculty  participating  in  continuing  medical  education  programs  sponsored  by  Presbyterian  Medical  Center  of  Philadelphia  are 
expected  to  disclose  to  the  program  audience  any  real  or  apparent  conflict(s)  of  interest  related  to  the  content  of  their  presentation(s). 


SPECIAL  ARTICLE 


Grateful  Doc 


Robert  C.  Ferber  MD 


Seaford’s  Nanticoke  Memorial  Hospital  is  one 
of  the  smallest  acute  care  hospitals  in 
Delaware,  serving  a population  of  small  towns 
and  rural  districts  in  western  Sussex  County. 
The  Medical  Staff  is  composed  of  about  sixty 
physicians,  mostly  solo  private  practitioners 
whose  offices  are  scattered  throughout  the 
area.  Specialty  expertise,  second  opinions,  and 
up-to-date  information  are  not  as  readily 
available  as  in  more  metropolitan  areas,  so 
each  physician  must  struggle  to  develop  his  or 
her  own  “network”  for  delivery  of  high  quality 
care. 

In  1992  the  librarians  of  the  Delaware 
Academy  of  Medicine’s  Lewis  B.  Flinn  Library 
presented  a “Grateful  Med  Training  Program” 
at  Nanticoke  Hospital.  It  was  highly  successful 
in  its  intended  purpose  and  laid  the 
groundwork  for  a shared  information  network, 
giving  Nanticoke  physicians  ready  access  to 
the  latest  medical  information  and  consequent 
improvement  in  quality  of  care.  This  article 
will  explain  these  developments  in  the  hope 
that  others  might  benefit  from  our  experience. 

Over  the  last  twenty  years,  the  National 
Library  of  Medicine  (NLM),  part  of  the 
National  Institutes  of  Health,  has  been 
developing  a family  of  on-line  databases  known 
as  MEDLARS  (Medical  Literature  Analysis 
and  Retrieval  System).  MEDLARS  now 
contains  more  than  40  distinct  databases 

Dr.  Ferber  practices  internal  medicine  in  Delmar  and  is 
affiliated  with  Nanticoke  Memorial  Hospital  in  Seaford, 
Delaware.  He  received  his  medical  degree  from  the 
University  of  Rome  in  1982  and  completed  his  residency  at 
Englewood,  New  Jersey  in  1985  before  moving  to 
Delaware. 
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including  AIDSLINE,  CANCERLIT,  and  the 
recently  added  HSTAR  (Health  Services 
Technology  Assessment  Research),  along  with 
the  largest  and  most  frequently  utilized 
MEDLINE,  a better  and  bigger  version  of  the 
printed  Index  Medicus.  MEDLINE  contains 
over  seven  million  continuously  updated 
records  from  nearly  4000  international 
biomedical  journals,  and  includes  abstracts  for 
the  majority  of  citations. 

The  National  Library  of  Medicine  devel- 
oped a software  program  called  GRATEFUL 
MED,  which  accesses  most  of  these  databases. 
NLM  provided  grant  money  to  allow  organiza- 
tions such  as  the  Lewis  B.  Flinn  Library  of  the 
Delaware  Academy  of  Medicine  to  present 
training  programs  in  the  use  of  GRATEFUL 
MED.  When  I attended  the  1992  training 
program,  I owned  a little  used  home  computer 
and  knew  nothing  of  MEDLARS  or  GRATE- 
FUL MED.  I was,  to  put  it  mildly,  bowled  over 
by  the  ease  of  its  use  of  the  program  and  its 
range  of  possibilities.  After  the  training  session 
I paid  twenty-five  dollars  for  the  software 
program,  and  have  been  using  it  at  home  ever 
since,  as  did  most  of  my  colleagues  who 
attended  the  first  session. 

In  my  personal  experience  I have  been  able 
to  search  the  current  medical  literature 
rapidly  on  a great  variety  of  topics,  in  ways  that 
are  simply  not  possible  using  the  Index 
Medicus.  This  capacity  has  enhanced  my 
ability,  and  that  of  my  colleagues,  to  deliver 
current,  optimal  care  in  a variety  of 
challenging  situations.  As  a general  internist  I 
treat  many  different  disorders,  but  have  a 
special  interest  in  caring  for  patients  with 
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Special  Article 


AIDS.  There  are  no  infectious  disease 
specialists  on  our  staff,  and  I am  frequently 
challenged  with  AIDS  related  problems  I do 
not  recognize  or  am  unfamiliar  with.  Although 
I freely  use  the  telephone  to  consult  with 
specialists  in  Wilmington  and  Baltimore,  I 
have  often  been  able  to  uncover  new  and 
helpful  information  using  GRATEFUL  MED. 

Nanticoke  Hospital,  like  most  small,  rural 
hospitals,  had  a limited  Medical  Library  and  no 
medical  librarian.  Until  1992  the  Library  was 
“self-serve”,  and  was  kept  in  shape  with  the 
help  of  hospital  volunteers  and  an  already  busy 
Medical  Staff  secretary.  The  Library’s  new 
purchases  of  journals  and  texts  were  recom- 
mended annually  by  a Library  Committee.  The 
recommendations  then  had  to  go  through  the 
hospital-wide  budget  process,  competing  with 
other  high  priority  needs.  As  can  be  imagined, 
our  Library  was  not  up  to  the  task  of  providing 
physicians  with  current,  clinically  useful 
information  and  yet,  it  was  precisely  in  our 
setting  that  such  a valuable  resource  was 
needed. 

At  the  GRATEFUL  MED  Training  Pro- 
gram I became  acquainted  with  the  librarians 
from  the  Delaware  Academy  of  Medicine.  From 
them  I learned  about  the  existence  of  a “Circuit 
Riding  Medical  Library”  program,  established 
in  1982,  in  which  the  Academy’s  circuit 
librarian  assists  small  medical  libraries  in 
modernizing  and  organizing  their  collections 
through  consultations  and  regular  on-site 
visits.  In  addition,  a small  library  on  the  circuit 
is  then  connected  to  a greater  network 
encompassing  all  of  the  participating  libraries, 
the  Lewis  B.  Flinn  Library  and  others  in  a 


regional  network.  A physician  can  call  upon 
the  services  of  the  circuit  librarian  five  days  a 
week  for  assistance  in  searches,  obtaining 
copies  of  full  texts  of  articles,  and  in  numerous 
other  ways. 

With  this  knowledge  in  hand,  my 
colleagues  and  I went  to  the  hospital’s 
administration  with  a proposal:  If  the  hospital 
would  budget  whatever  was  necessary  to 
round  out  and  update,  the  Medical  Staff 
Library,  as  recommended  by  the  circuit 
librarian,  the  Medical  Staff  would  pay  for  half 
of  the  first  year’s  costs  to  participate  in  the 
Circuit  Riding  Medical  Library  program.  The 
administration  was  readily  convinced  of  the 
utility  of  a modern  information  and  resource 
network  and  agreed  to  the  proposal.  In 
addition,  they  equipped  the  Library  with  a 
computer,  printer,  and  modem,  so  that  now 
anyone  in  the  hospital  can  use  GRATEFUL 
MED  to  access  MEDLARS.  In  fact,  statistics 
collected  after  the  first  year  of  GRATEFUL 
MED  use  showed  that  hospital  administrators 
were  among  the  program’s  heaviest  users, 
further  convincing  them  of  its  value. 

Since  1992  Nanticoke  Memorial  Hospital’s 
Medical  Library  has  been  part  of  the  Circuit 
Riding  Medical  Library  program.  Our  library 
is  still  small,  but  it  now  has  a well-rounded, 
updated  collection  of  texts  and  journals,  those 
recommended  by  experts  for  small  medical 
libraries.  We  have  instant  computer  access  to 
the  nation’s  largest  medical  database.  This 
modernization,  achieved  through  the  efforts  of 
many,  is  helping  to  guarantee  high  quality  care 
in  our  largely  rural  area. 


S3  I 


Going  beyond  what's  expected  by 
combining  experience  & expertise. 


Because  your  patients  are  our  first  concern,  we  find  products  for 
the  patient. ..not  patients  for  the  product. 

(302)368-5300 
(609)299-3224 
(410)392-5300 


MEDICAL  EQUIPMENT  AND  SERVICES 


W(g  Care. ..We're  a Family  Tool 
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DIAGNOSTIC  IMAGING  ASSOCIATES 


Unparalleled  service 

accuracy 

convenience 

We  offer  state-of-the-art  body  imaging  at  nine  convenient  locations  with  a complete  range 
of  diagnostic  imaging,  including: 

— High-field  MRI 

— MR  Angiography  (Superior  1.5  Tesla  image  quality) 

Nuclear  diagnostic  studies  and  SPECT  imaging 

CT  Scan 

Low-dose  mammography 

— OB  and  general  ultrasound 

Color  Doppler  ultrasound 

■— Fluoroscopy 

■ ■'  General  radiology 

Diagnostic  Imaging  Associates’  radiologists  are  Board  Certified  with  special  fellow- 
ships in  neuroradiology  and  MRI  body  imaging.  You  need  the  best  diagnostic  support  with 
accurate  and  thorough  reports.  Our  radiologists  work  with  the  highest  quality  equipment 
for  the  clearest  images.  We  also  have  Phased  Array  Coils  for  MRI  for  better  images  of  the 
spine  and  pelvis  which  are  generally  of  higher  resolution. 

Our  nine  DIA  offices  have  on-staff  highly  qualified  radiologists.  Prompt  reporting  via 
fax,  film  delivery  service  and  high  resolution  image  copies  is  available.  Patients  are 
scheduled  promptly  and  treated  with  personal,  efficient  care. 

For  further  information,  contact  our  Patient  Services  Coordinator  at  (302)  368-9625. 

Diagnostic  Imaging  Associates 

Omega  Imaging  Associates  L-6  Omega  Professional  Center  • Newark  • 738-9300 
Omega  Magnetic  Resonance  Imaging  Center  L-6  Omega  Professional  Center  • Newark  • 738-9300 
Omega  Nuclear  Diagnostic  Center  K-15  Omega  Professional  Center  • Newark  • 368-8150 
Omega  Medical  Center  K-15  Omega  Professional  Center  • Newark  • 368-5100 
Brandywine  Imaging  Center  701  Foulk  Road  • Suite  E-1  • Wilmington  • 654-5300 
Wilmington  Magnetic  Resonance  Imaging  Center  1020  Union  Street  • Wilmington  • 427-9855 
Pike  Creek  Imaging  Center  3105  Limestone  Road  • Suite  106  • Wilmington  • 995-2037 
DIA  Metrotorm  Medical  Complex  620  Stonton-Christiona  Rood  • Newark  • 998-8777 
DIA  Bancroft  Parkway  1010  Bancroft  Parkway  • Wilmington  • 656-2300 


Evening  and  Saturday  hours  are  available  by  appointment. 
Our  Mammography  Center  is  ACR  accredited. 


Ka-Khy  Tze,  M.D.,  Co-Director 
Joseph  R.  Peacock,  M.D.,  Co-Director 


VNA  Rehabilitation 
Inspires  Mobility, 
Communication, 
Independence 


and  Enthusiasm. 


At  VNA,  we  know  a comfortable  environment  for 
rehabilitation  can  inspire  people  who  are  working 
to  get  back  on  their  feet  again.  And  this  knowledge  has  inspired  us  to  provide  you  with 
Specialty  Care  Services,  such  as  rehabilitation,  in  the  very  best  environment  possible.  Home. 
In  addition,  we  offer  you  highly  specialized  home  health  care  in  other  areas,  including 
I.V.  Therapies,  Oncology,  HIV/AIDS,  Obstetrics,  Neonatology  and  Pediatrics.  So  after  you’re 
discharged  from  the  hospital,  VNA’s  skilled  professionals  will  help  you  hit  the  ground  running. 

Which,  in  turn,  will  help  put  you  on  the  road 
to  recovery.  Call  (302)  323-8200  for  more  information., 
we’re  on  call  and  listening  24  hours  a day. 

COME  HOME  TO  VNA  SPECIALIZED 


VNA 


Visiting  Nurse 


Association 
IdelawareI  of  Delaware 


HEALTH  CARE 


RESroENTS’  CORNER 


An  Unusual  Presentation  of  a Disulfiram-Alcohol  Reaction 


Junaid  Syed  MD  (Associate) 
Gita  Moarefl  MD  (Associate) 


The  most  common  symptoms  of  a disulfiram- 
alcohol  reaction  are  flushing,  throbbing 
headache,  nausea,  and  vomiting.  Neurological 
symptoms  may  include  blurred  vision,  confu- 
sion, weakness,  and  in  severe  reactions, 
convulsions.  We  describe  a previously  unre- 
ported presentation  in  which  the  predominant 
symptom  was  painful  myoclonic  jerks  of  the 
legs  and  arms. 

A 30  year  old  white  male  had  been 
maintained  on  disulfiram  250  mg  p.o.  qd  for  the 
first  five  months.  Six  hours  after  drinking  half 
pint  of  100  proof  vodka,  he  developed  flushing, 
dry  heaves,  and  intermittent  painful  jerking 
movements  of  his  arms  and  legs.  There  was  no 
weakness  or  numbness,  and  he  was  able  to 
walk.  His  vision  was  normal,  and  he  denied 
loss  of  consciousness.  He  had  no  dizziness, 
drowsiness,  headache,  tongue  biting,  or 
incontinence. 

On  examination  he  was  in  mild  distress, 
lying  on  his  back  with  his  legs  outstretched  and 
slightly  flexed  at  the  knee  joint.  Intermittent 
myoclonus  of  the  muscles  of  the  lower 
extremities  was  present.  He  complained  of 
pain  with  the  myoclonic  jerking,  and  he  held 

Dr.  Syed  was  a PGY-I  in  Internal  Medicine  at  the  Medical 
Center  of  Delaware  in  1993-94. 

Dr.  Moarefi  completed  her  medical  residency  in  Internal 
Medicine  at  the  Medical  Center  of  Delaware  and  currently 
practices  General  Internal  Medicine  for  Kaiser-Permanente 
in  California. 
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the  back  of  his  thighs  intermittently.  The 
remainder  of  the  examination,  including  an 
extensive  neurologic  evaluation,  was  normal. 

Glucose,  serum  electrolytes,  and  serum 
calcium  were  normal.  Magnesium  was  slightly 
low  at  1.6  mg/dL.  Creatinine  kinase  was 
normal.  The  ethyl  alcohol  level  was  110  mg/dL. 

In  the  emergency  room  intravenous 
diazepam,  promethanzine,  and  diphenhydramine 
failed  to  relieve  the  myoclonus.  After 
admission,  he  was  treated  with  oral  diazepam 
and  magnesium  supplement.  Fifteen  hours 
after  drinking  the  vodka,  the  myoclonus 
resolved.  He  complained  of  residual  myalgias 
and  arthralgias,  but  had  no  neurological 
S3nmptoms  or  signs. 

This  case  confirms  that  transient  severe 
myoclonus  can  be  the  only  neurologic 
manifestation  of  a disulfiram-alcohol  reaction. 
This  diagnosis  should  be  considered  in  patients 
presenting  with  new  onset  myoclonus. 
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Rhodotorula  Rubra  Peritonitis  in  an 
HIV  + Patient  on  CAPD 


Rhodotorula  rubra  is  a pink  yeast  of  the 
cryptococcaceae  family.  It  is  usually  consid- 
ered to  be  nonpathogenic,  but  it  has  been 
documented  to  cause  peritonitis,  ventriculitis, 
meningitis,  and  sepsis  in  immunocompromised 
patients.  In  patients  undergoing  chronic 
ambulatory  peritoneal  dialysis  (CAPD),  fungal 
peritonitis  is  an  uncommon  but  serious 
complication.  We  describe  the  first  reported 
case  of  R.  rubra  peritonitis  in  an  HIV  patient 
on  CAPD. 

A 37  year  old  black  female  was  diagnosed 
HIV  positive  when  she  presented  with  a 
history  of  intravenous  heroin  use  and  renal 
failure.  Chronic  hemodialysis  was  unsuccess- 
ful secondary  to  sclerosis  of  veins.  Over  the 
first  five  months  of  CAPD  via  a Tenckhoff 
catheter,  the  patient  developed  recurrent 
staphylococcal  peritonitis,  which  resolved  with 
vancomycin.  Subsequently,  Pseudomonas 
aeruginosa  peritonitis  was  successfully  treated 
with  ceftazadime  and  gentamicin.  Shortly 
thereafter,  the  patient  presented  with  recur- 
rent abdominal  pain  and  a cloudy  peritoneal 
dialysate.  Physical  examination  revealed  a 
somnolent  black  female  in  moderate  distress. 
Blood  pressure  was  80/50,  temperature  100°, 
and  pulse  106.  The  abdomen  was  distended, 
tender,  and  warm  to  palpation.  Diffuse 
peritoneal  signs  were  noted,  and  bowel  sounds 
were  absent.  The  Tenckhoff  catheter  was 
promptly  removed.  Cultures  of  the  peritoneal 
dialysate  yielded  only  R.  rubra. 

Dr.  Pennington  is  currently  a PGY-III  in  Internal  Medicine 
at  the  Medical  Center  of  Delaware. 

Dr.  Hauer  is  a member  of  the  Section  of  Infectious  Disease 
and  Dr.  Miller  is  a member  of  the  Section  of  Nephrology  at 
the  Medical  Center  of  Delaware. 
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Joseph  C.  Pennington  HI,  MD  (Associate) 
Kirsten  Hauer  MD 
William  Miller  MD 

She  was  treated  with  nearly  900  mg  of 
Amphotericin  B over  six  weeks.  Susceptibility 
testing  for  R.  rubra  demonstrated  a minimal 
inhibitory  concentration  of  0.4  mcg/mL  and  a 
minimum  cidal  concentration  of  0.8  mcg/mL. 
The  yeast  was  also  noted  to  be  susceptible  to 
fluconazole.  Her  symptoms  resolved  within  48 
hours  of  initiating  therapy.  She  was  able  to 
continue  CAPD  without  difficulty.  Upon 
completion  of  Amphotericin  B,  she  received 
fluconazole  200  mg  orally  three  times  per  week 
for  four  weeks.  When  she  developed  recurrent 
peritonitis  several  weeks  later,  cultures 
yielded  staphylococcus  with  no  evidence  of  R. 
rubra. 

Unlike  bacterial  peritonitis,  in  which 
intraperitoneal  antibiotics  alone  are  fre- 
quently adequate,  fungal  peritonitis  is  most 
successfully  treated  with  systemic  Amphotericin 
B and  peritoneal  catheter  removal.  In  previous 
reports  of  R.  rubra  peritonitis  in 
immunocompromised  patients,  extensive  peri- 
toneal adhesions  have  frequently  developed, 
precluding  further  CAPD.  However,  in  the 
majority  of  these  patients,  intraperitoneal 
Amphotericin  B was  used,  and  the  peritoneal 
catheter  was  not  removed  until  two  weeks  or 
greater  after  onset  of  symptoms.  It  is  unclear 
whether  these  factors  or  the  R.  rubra  itself 
predisposed  to  the  development  of  extensive 
fibrosis. 

This  case  is  unique  as  it  represents  the  first 
reported  case  of  R.  rubra  peritonitis  in  an  HIV 
infected  patient.  In  addition,  the  case  suggests 
that  aggressive  management  can  result  in 
resolution  of  the  infection  without  the 
development  of  clinically  significant  peritoneal 
adhesions. 
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HIV  Infection  Presenting  as  Polymyositis 


James  Marcum  MD  (Associate) 


Musculoskeletal  complaints  are  common  in 
established  HIV  infection  but  are  infrequently 
reported  as  the  presenting  symptom.  On  those 
rare  occasions  when  myopathies  have  been 
reported,  they  have  usually  been  associated 
with  known  HIV  risk  factors  including 
homosexuality,  blood  transfusions,  intrave- 
nous drug  abuse,  or  multiple  sexual  contacts, 
all  of  which  facilitate  the  diagnosis  of  HIV 
infection. 

We  describe  a patient  without  apparent 
risk  factors  for  HIV  infection  who  presented 
with  advanced  proximal  muscle  weakness  as 
the  only  manifestation  of  HIV  infection. 

Case  report:  A 35  year  old,  previously 
healthy  black  male  presented  with  a three 
month  history  of  progressive  muscle  weakness. 
Outpatient  evaluation  had  established  the 
diagnosis  of  polymyositis  with  a characteristic 
EMG  pattern  and  a CPK  of  1326  U/L  (nl  35-230 
U/L).  After  an  initial  response  to  prednisone  80 
mg  qd,  his  weakness  had  progressed  to  the 
point  that  he  had  difficulty  feeding  himself, 
could  not  comb  his  hair  or  drive  an  automobile, 
amd  required  a walker  to  ambulate.  He  denied 
systemic  symptoms  or  risk  factors  for  HIV. 

Physical  examination  revealed  markedly 
decreased  strength  in  upper  and  lower 
extremity  proximal  muscle  groups  with 
sparing  of  distal  motor  function.  Extensive 
evaluation  of  underlying  etiologies  of 
polymyositis  was  undertaken  without  an 

Dr.  Marcum  completed  his  residency  in  Internal  Medicine 
at  the  Medical  Center  of  Delaware  and  is  currently  a Fellow 
in  Cardiology  at  the  University  of  Kentucky. 
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identifiable  cause.  He  was,  however,  HTV 
reactive  to  ELISA  and  had  a positive  Western 
blot.  Muscle  biopsy  showed  nemaline  rods  and 
cytoplasmic  bodies  which  are  non-specific 
secondary  findings  often  seen  in  muscle 
biopsies  of  HIV  infected  individuals.  Therapy 
with  DDI  was  initiated  along  with  a 
prednisone  taper.  The  patient  was  discharged 
to  a rehabilitation  program  with  follow-up  at 
an  HIV  clinic 

Although  polymyositis  has  been  infre- 
quently reported  in  HIV  positive  patients, 
Dalakas  has  demonstrated  an  association 
between  polymyositis  and  the  Simian  retrovirus 
in  infected  monkeys.  Autoimmune  and  viral 
infiltration  of  myocytes  are  proposed  mecha- 
nisms for  HTV  induced  pol3rmyositis.  Zidovudine 
therapy  has  also  been  associated  with 
polymyositis  in  HIV  positive  patients. 

This  patient  is  unusual  in  that  he 
demonstrated  severe  proximal  muscle  weak- 
ness as  the  only  manifestation  of  HIV  infection 
in  the  absence  of  HIV  risk  factors.  He  reminds 
us  that  the  clinical  manifestations  of  HTV 
infection  are  diverse.  In  patients  with  atypical 
complaints  or  physical  findings  such  as  severe 
muscle  weakness,  HIV  status  should  be 
promptly  ascertained  despite  denial  of  HTV 
risk  factors. 
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The 


Silent  Xegacy? 


Diagnosis  & Treatment  of  Osteoporosis 

Latest  Diagnostic  Equipment 
Multiple  Imaging  Modalities 
Modern  Therapeutics 
25  years  of  Experience 
Nutrition  Counseling  Available 

Osteoporosis  Health  Center  of  Delaware 

Delaware  Nuclear  Medicine 
330  Christiana  Medical  Center  • Newark,  DE  19702 
(Across  from  Christian,!  M.ill) 

(302)  368-3000 

Robert  L.  Meckelnburg,  MD,  facp,  facnr  Director 


K§ntmere 

A Not-for-profit 

Community  Nursing  Care  Center 

Love.  Compassion.  Companionship. 

Creative  activity.  A warm  comfonable 
homelike  atmosphere  for  hundreds  of 
men  and  women  since  1901.  Skilled  and 
Intermediate  Care.  Special  Care  for 
Alzheimer’s  patients. 

We  re  Medicaid  and  Medicare 
approved.  When  you  need  a nursing 
care  center  for  one  of  your  patients, 
consider  Kentmere.  For  information 
call  Yvonne  Dinneen  at  302/652-3311. 

Operated  by  The  Home  of  Merciful  Rest  Society,  Inc. 

A Caring  Environment 
Since  1901 

1900  Lovering  Avenue  Wilmington.  Delawere 


Christiana  Bank  & Trust  Company 

SPECIAL  PROGRAMS  FOR 

Health  Care 
Providers 

A PROFESSIONAL  APPROACH  TO 
CUSTOM  PERSONAL  AND  PRACTICE  FINANCING 
AND  INVESTMENT  MANAGEMENT 
FOR  MEDICAL  PRACTITIONERS 


3801  Kennett  Pike 
Greenville,  DE  19807 
Call  Bob  Elder,  President 

302.421.5800 

Member,  FDIC 
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BOARD  OF  MEDICAL  PRACTICE 


Board  of  Medical  Practice 
Annual  Report  1/1/94  through  12/31/94 


Promotion  of  health  of  the  public. 


1. 

Resolved  the  conflict  between 
nursing  and  medicine  over  the 
role  of  Advanced  Practice 
Nurses. 

2. 

Expanded  role  of  Physician 
Assistants. 

3. 

For  Division  of  Public  Health 
determined  that  Ambulance 
Dispatch  is  not  the  practice  of 
medicine. 

4. 

Renewed  approval  for 
Acupuncture  Detoxification 
research  project. 

Organization  and  operation. 

1. 

Progress  planning  reorganiz- 
ation. 

2. 

Descriptive  brochure  of  the 
Board  and  how  it  acts. 

3. 

Orientation  offered  to  new 
members  of  the  Board. 

4. 

Preparation  for  Sunset  review. 

Licensure 

1. 

Revision  of  application  form  for 
licensure. 

2. 

Turn  USMLE-3  administra- 
tion over  to  FSMB. 

3. 

A 17.5%  increase  in  licenses 
issued. 

Complaints  and  Discipline. 

1. 

The  number  of  complaints 

showed  a modest  increase  over  the 
previous  year.  The  pattern  is  similar. 
The  overwhelming  majority  are  closed 
after  a preliminary  investigation.  The 
number  resulting  in  disciplinary  of  the 
practicing  physicians  is  comparable  to 
most  other  states.  See  tables. 


1994  Report  of  Physicians  Licensed 

Year 

Physicians  Licensed  Percent  Change 

1990 

188 

1991 

197 

4.8% 

1992 

225 

14.2% 

1993 

206 

(8.4%) 

1994 

242 

17.5% 

Complaints  Received 

1990 

48 

1991 

58 

1992 

94 

1993 

92 

1994 

106 

Disciplinary  Actions  Completed 

1990 

2 

1991 

3 

1992 

2 

1993 

3 

1994 

4 

Table  1 
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LETTERS  TO  THE  EDITOR 


A Reply  from  Dr.  Glassman 

Thank  you  very  much  for  your  kindness  in 
publishing  my  letter  to  you  and  in  re- 
publishing the  article  I had  submitted  before. 
That  was  very  kind  of  you. 

I thought  that  Jim  Tally’s  response  was  a 
literary  masterpiece. 

Please  accept  my  best  wishes  for  a very 
good  new  year. 

Carl  I.  Glassman  MD 

A Response  from  a Colleague 

I read  the  Letters  to  the  Editor  section  of  the 
Delaware  Medical  Journal,  January  1995, 
Volume  67,  number  1 in  which  Dr.  Glassman’s 
original  letter  was  allegedly  copied  verbatim.  I 
have  been  practicing  surgery  at  least  as  long  or 
longer  than  Dr.  Glassman  and  I agree  100% 
with  the  concerns  mentioned  in  the  letter. 

What  I assume  he  means  is  that  the 
radiologist  should  take  his  advice  to  heart,  and 
if  they  don’t  imderstand  what  he  is  saying,  to 
contact  him  or  any  other  surgeon  who  does 
breast  surgery  and  who  is  constantly  reading 
mammograms  and  reading  mammography 
reports.  It  is  very  difficult  for  a surgeon  to 
ignore  printed  impressions  on  a mammography 
report  because  they  become  part  of  a 
permanent  record.  Perhaps  the  radiologists 
could  agree  upon  a numbered  classification  of 
mammographic  appearance,  such  as  is  utilized 
with  things  like  the  Pap  Smear,  etc.  This  would 
relieve  them  of  the  burden  of  trying  to  say  in 
many  words  what  they  think  they  are  trying  to 
convey.  Something  such  as:  I.  Highly 
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Suspicious  of  Malignancy,  II.  Not  so  Highly 
Suspicious  of  Malignancy  or  “I  have  my 
misgivings”.  III.  Can’t  be  100%  certain  that  it 
isn’t  Malignant  (and  therefore  I am  covering 
my  posterior),  IV.  Clearly  Benign. 

Thanks  for  publicizing  this  problem  for 
surgeons  who  do  breast  surgery. 

Arthur  F.  Zimmerman  MD 

Viewing  Dr.  Hulick’s  Article  in  a Differ- 
ent Light 

I read  with  interest  the  special  report  by  Dr. 
Hulick  in  the  January  1995  issue  of  the  DMJ\ 
His  recounting  of  experiences  with  the  health 
care  system  in  Russia  was  both  enjoyable  and 
enlightening.  His  graphic  descriptions  of 
hospital  hygiene,  including  dogs  and  cats 
running  through  the  wards,  was  particularly 
striking.  His  anecdotes  illustrate  well  the 
absence  of  many  basic  resources  which  we  take 
for  granted,  such  as  intravenous  fluids  for 
dehydrated  patients.  Dr.  Hulick’s  eagerness  to 
return  home,  where  medical  resources  are 
abundant,  was  understandable. 

However,  Dr.  Hulick’s  reflections  in  the 
final  paragraph  deserve  further  comment.  He 
notes  that  our  health  care  system  in  the  United 
States  “has  the  resources  it  needs”  and  that 
while  “America  may  not  be  perfect ...  it’s  still  in 
first  place”.  There  is  little  argument  that  the 
U.S.  health  care  system  is  “in  first  place”  with 
regard  to  specialty-oriented,  tertiary  care. 
Examples  of  this  include  radiation  oncology, 
surgical  oncology,  and  medical  oncology,  which 
were  the  focus  of  Dr.  Hulick’s  article.  However, 
whether  our  health  care  system  is  in  first  place 
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in  primary  care  is  doubtful.  Access  to  primary 
care  is  inadequate  for  many  U.S.  citizens, 
particularly  poor,  minority,  and  rural  popula- 
tions^. Poor  access  to  primary  care  often  leads 
to  unnecessary  hospitalizations^  and  low  rates 
of  childhood  immunizations^.  Access  to 
primary  care  in  the  U.S.  lags  far  behind  most 
industrialized  nations,  and  even  many  third- 
world  countries  such  as  some  in  Latin 
America®.  If  a Swedish  or  Dutch  physician 
were  to  visit  the  health  care  system  in  the  U.S. 
and  saw  the  number  of  children  who  were 
unimmunized,  they  would  likely  be  as  horrified 
as  Dr.  Hulick  was  when  he  saw  a dehydrated 
Russian  patient  unable  to  get  intravenous 
fluids. 

We  in  the  U.S.  should  be  proud  of  the 
strengths  of  our  health  care  system,  such  as 
the  tertiary  care  we  provide  that  is  “in  first 
place”.  However,  we  must  also  realize  that 
there  are  many  shortcomings.  Efforts  such  as 
the  Voluntary  Initiative  Program  help  to 
address  some  of  these  shortcomings,  but  only  a 
comprehensive  approach  to  health  care  reform 
can  achieve  primary  care  parity  with  the  rest  of 
the  industrialized  world.  Being  exposed  to 
health  care  in  other  parts  of  the  world  will  help 
us  to  see  our  strengths  and  weaknesses; 
enlightened  physicians  and  policy-makers  will 
be  better  able  to  lead  the  way  to  comprehensive 
reform.  I applaud  Dr.  Hulick  for  his  efforts  to 
enlighten  himself  and  other  Delaware  physi- 
cians, and  hope  his  article  increases  the 
dialogue  regarding  health  care  in  the  U.S. 

James  M.  Gill  MD,  MPH 
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EDITORIAL 


The  Failure  of  Health  Care  Reform  and 
the  Gunning  Fog  Index 


James  F.  Lally  MD 


Last  year,  while  reading  an  out  of  town 
newspaper,  I saw  an  article  about  health-care 
reform  and  the  Gunning  Fog  (G-F)  index.  The 
author  accurately  predicted  that  health  reform 
would  flounder  in  the  Congress  because  the 
text  of  the  Health  Securities  Act  miserably 
failed  the  G-F  index.  Needless  to  say,  I was 
intrigued  and  wondered  where  the  Cassandra 
who  wrote  the  article  had  gotten  such  a novel 
idea.  For  those  of  you  not  up  to  snuff  on  the 
latest  computer  software,  the  G-F  index  is  a 
readability  index.  It,  as  well  as  the  Flesch 
grade  level,  evaluates  documents  generated  on 
word  processors  for  their  ease  of  reading.  For 
instance,  most  newspapers  are  rated  at  the 
7th-8th  grade  level.  Excessively  long  sentences 
and  multisyllabic  words  increase  the  G-F 
index.  Importantly,  parts  of  the  Health 
Securities  Act,  eschewing  clarity,  were  rated  at 
the  postgraduate  level. 

The  health  reform  bill  submitted  to  the 
Congress  ran  on  for  over  1300  pages. 
Conversely,  some  of  the  landmark  social 
legislation  of  the  last  40  years,  such  as  the 
Federal  entitlement  programs,  was  proposed 
to  the  Congress  in  bills  that  were  1/10  or  1/5 
that  length. 

Many  legislative  bills  introduced  in 
Congress  are  difficult  to  read;  they  are  highly 
technical  and  often  only  of  interest  to  small 
segments  of  the  populace  or  to  special  interest 
groups.  But  this  was  different.  Health  reform 
was  a sweeping  political  idea  that  would  affect 
all  Americans.  Unfortunately,  the  Health 
Securities  Act,  which  elevated  ambiguity  to  a 
high  art  form,  was  drafted  in  near  secrecy  by 
economists  and  academicians  who  stayed 
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timidly  ensconced  on  the  turrets  of  their  ivory 
towers.  They,  along  with  their  Washington 
management  gurus,  realized  too  late  that  any 
significant  national  referendum  must  be 
accompanied  by  a reshaping  of  long-held 
beliefs  and  opinions  and  that  these  initiatives 
must  reach  to  the  grass  roots  level,  i.e.,  will  it 
sell  and  be  understood  in  Middle  America? 

The  management  whiz  kids  and  policy 
wonks  from  Washington  may  have  had  their 
economic  spreadsheets  organized  when  they 
presented  a glossy  image  of  a rosy  health  care 
future,  but  they  were  inarticulate  when  it 
came  time  to  sell  their  plan  to  Harry  and 
Louise.  Moreover,  their  problem  was  not  just 
Harry  and  Louise,  it  was  the  clerks  and 
farmers  of  Middle  America  that  they  failed  to 
reach.  It  was  a stark  reminder  that  public 
policy  makers  must  be  in  touch  with  the 
hinterlands  before  visionary  social  changes  are 
effected. 

The  health  care  reformers  forgot  that  the 
molding  of  public  opinion  and  the  introduction 
and  implementation  of  public  policy  are 
seamlessly  linked.  The  legislative  process 
works  in  America,  like  it  or  not,  because  of 
persuasion.  Words  are  the  currency  of  public 
opinion;  they  are  the  sinew  and  the  lifeblood  of 
the  political  process.  Argument  and  persuasion 
drive  the  engine  of  democracy;  they  are  the 
verbal  oil  and  grease  of  the  republic.  The 
inability,  then,  to  intelligently  guide,  shape 
and  lead  the  public  debate  and  to  focus  public 
opinion  doomed  the  health  care  reformers. 

Great  political  ideas,  national  crises  and 
broad  social  changes,  such  as  health  reform, 
are  marked  and  recalled  by  what  was  written 
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and  what  was  spoken.  In  a two  minute  speech 
at  Gettysburg  in  1863,  Abraham  Lincoln 
defined  the  meaning  of  the  Civil  War  and 
breathed  new  life  into  a tattered  and  failing 
political  dream.  Few  would  fail  to  understand 
what  he  meant  when  he  said,  “that  we  here 
highly  resolve  that  these  dead  shall  not  have 
died  in  vain.”  William  Safire  regards  it  as  the 
best  short  speech  since  the  Sermon  on  the 
Mount.  Contrast  that  with  the  rhetoric  that 
surroimded  the  health  care  debate.  Can  you 
recall  memorable  speeches  that  you  heard  or 
unforgettable  phrases  that  you  read  during  the 
discussions  on  health  reform? 

Health  reform  was  one  of  the  great  political 
battles  of  this  century.  Whatever  your  political 
persuasion  (read  here  also,  bias),  it  was  a 
watershed  in  recent  political  history.  It  pitted 
liberal  against  conservative,  haves  vs.  have- 
nots,  great  corporations  against  small  busi- 
nesses. To  some  it  was  social  engineering;  to 
others,  much  needed  social  reform.  Few  stood 
by,  mute,  without  an  opinion.  It  was  political 
high  drama,  a three  ring  circus  and  a messy, 
tasteless  affair  all  wrapped  up  in  a lackluster 
package.  We  were  flooded  and  bombarded  with 
words  and  left  insensate  and  numbed  by  the 
incessant  talk  and  chatter;  regrettably,  little 
insight  followed  the  palaver.  What  the  health 
care  debate  was  not  was  a social  program  easily 
understood  by  most  Americans. 

The  historian,  Daniel  Boorstin,  has  said,  “A 
liberal  society  thrives  on  disagreement  but  is 
killed  by  dissension.”  By  that  he  meant 
disagreement  fosters  debate  but  dissension 
sets  individuals  or  groups  apart  from  society. 
What  we  saw  in  the  recent  health  reform  bill 
was  mostly  dissension,  not  disagreement. 
Health  reform  was  an  issue  that  sharply 
divided  and  polarized  society.  Many  felt  left  out 
or  had  no  voice  in  the  debate;  for  them, 
participatory  democracy  failed. 

What  those  inside  the  Washington  Beltway 
bequeathed  to  us  as  the  residue  of  the  health 
care  debate  is  historical  detritus  that  consists 
of  ineffective  speeches  and  a nearly  incompre- 
hensible bill  submitted  to  the  Congress.  The 
American  public  is  then  left  wondering  what 
health  reform  could  have  meant  to  this 
countiy.  The  policy  makers  in  Washington 


failed  to  realize  that  the  vast  majority  of 
Americans  are  satisfied  with  their  health  care, 
and  while  this  may  not  be  complete 
satisfaction,  they  were  not  ready  to  join  a 
budding  social  revolution. 

If  our  legislative  leaders  are  to  intelligently 
reform  a system  that  consumes  one-seventh  of 
the  GNP,  they  will  need  superb  communica- 
tion skills  and  a congressional  bill  that  passes 
the  G-F  index.  Their  recent  endeavors  fall  far 
short  of  the  ideal.  They  will  have  another 
chance  though;  for,  as  surely  as  the  setting 
sun,  the  debate  over  health  care  reform  is  not 
over. 


June  17,  1995 


1 5*l*  ANNUAL 
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COMMITTEE  REPORT 


Committee  Chairmen  Meeting 
Minutes 

January  23, 1995 


A meeting  of  the  Committee  Chairmen  was  held  at 
6:00  p.m.  on  Monday,  January  23,  1995  at  the 
Delaware  Academy  of  Medicine  Building. 

Present  were: 

Michael  J.  Bradley  DO 
Garrett  H.  C.  Colmorgen  MD 
Anthony  L.  Cucuzzella  MD 
Joseph  DeLaurentis  MD 
Steven  L.  Edell  DO 
Martin  Gibbs  MD 
Neil  S.  Kaye  MD 
Garth  A.  Koniver  MD 
Thomas  J.  Maxwell  MD 
Charles  L.  Minor  MD 
Dorothy  Moore  MD 
Michael  J.  Pasquale  MD 
Jorge  A.  Pereira-Ogan  MD 
Stephen  R.  Permut  MD 
Joseph  F.  Rubacky  III  DO 
Carol  A.  Tavani  MD 
Dene  T.  Walters  MD 
Wayne  C.  Zwick  MD 
Mr.  Mark  A.  Meister 
Ms.  Beverly  Dieffenbach 

The  meeting  was  called  to  order  by  Michael  J. 
Bradley  DO,  President.  Dr.  Bradley  noted  that  the 
purpose  of  the  meeting  is  to  promote  dialogue  among 
the  committee  chairmen  and  that  he  expected  it  would 
also  be  helpful  for  him. 

Dr.  Bradley  informed  the  group  of  several 
activities  the  Society  will  be  involved  in  in  the  future: 
expansion  of  the  Voluntary  Initiative  Program  to  the 
uninsured  in  Delaware,  passage  of  the  Patient 
Protection  Act  in  Delaware,  support  for  medical 
liability  tort  reform,  dissemination  of  information  on 
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managed  care,  and  investigation  by  the  Society’s 
Long  Range  Planning  Committee  of  the  feasibility  of 
forming  a statewide  physicians’  organization  (PO). 

The  following  committee  activities  were  pre- 
sented. 

Public  Laws  Committee/Legislative 
Action  Subcommittee 

Dr.  Pereira-Ogan  reported  that  there  was  to  be  a joint 
meeting  of  these  committees  on  February  1.  The 
agenda  included  discussion  of  the  Patient  Protection 
Act,  tort  reform,  and  a proposal  to  amend  Delaware’s 
Living  Will  law.  Dr.  Pereira-Ogan  noted  that  the 
Patient  Protection  Act  and  immunity  for  physicians 
who  provide  uncompensated  care  for  the  uninsured 
were  discussed  at  the  Legislative  Breakfast  Meeting 
held  in  December  with  key  members  of  the  Delaware 
General  Assembly,  and  the  response  seemed  positive. 
He  also  reported  that  regulations  relating  to 
prescriptive  privileges  for  advanced  practice  nurses 
are  in  the  works  at  this  time.  It  was  noted  that  the 
pharmacists  and  the  psychologists  are  also  interested 
in  prescriptive  privileges.  Dr.  Moore,  Vice  Chairman 
of  the  Public  Laws  Committee,  updated  the  group  on 
optometric  issues.  The  ophthalmologists  are  inter- 
ested in  passage  of  a laser  law.  They  would  also  like  to 
have  optometrists’  prescriptive  privileges  placed 
under  the  Board  of  Medical  Practice. 

Long  Range  Planning  Committee/Medical 
Review  Committee 

Dr.  Cucuzzella  reported  first  on  the  activities  of  the 
Delaware  Health  Care  Commission’s  Cost  Contain- 
ment Committee,  on  which  he  serves  as  the  Society’s 
representative.  The  Cost  Containment  Committee  is 
now  looking  into  the  costs  associated  with  medical 
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liability  and  defensive  medicine  and  possible 
recommendations  for  change.  Alternative  methods  of 
resolving  disputes,  caps  on  awards,  and  the  use  of 
practice  parameters  have  been  suggested.  The 
difficulty  in  coming  up  with  good  data  regarding 
defensive  medicine  was  noted.  There  was  also  concern 
about  possible  adverse  consequences  to  capping 
awards.  Dr.  Cucuzzella  commented  that  Delaware  has 
a pretty  good  medical  malpractice  law  at  present.  It 
does  not  appear  there  will  be  an  effort  by  the  trial 
lawyers  to  change  the  present  statute  of  limitations. 

The  Medical  Review  Committee  meets  on  request 
to  recommend  resolution  of  differences  with  regard  to 
professional  fees.  The  parties  participate  on  a purely 
voluntary  basis,  and  all  determinations  are  advisory. 

The  Long  Range  Planning  Committee  has  until 
now  focused  on  the  activities  of  its  Subcommittee  on 
Physician  Office  Computerization.  This  group  was 
formed  to  seek  standardization  of  the  various  third 
party  payer  claim  payment  policies  and  formats.  It  has 
also  organized  a workgroup  comprised  of  third  party 
payers,  a national  electronic  claims  clearinghouse  and 
local  providers  that  has  been  meeting  to  develop  a 
standardized  system  for  practice  management  and 
electronic  communication.  The  workgroup  is  now 
making  plans  for  a day-long  EDI  expo  for  office  staff 
and  physicians. 

The  Long  Range  Planning  Committee  will  meet 
in  February  to  begin  its  study  of  the  feasibility  of 
forming  a statewide  physicians’  organization  (PO). 

Mental  Health,  Alcoholism,  and  Drug  Abuse 
Committee 

Dr.  Kaye  stated  that  he  has  agreed  to  chair  this 
committee,  which  has  been  inactive  for  some  time.  Dr. 
Kaye  reported  that  the  newly  formed  Delaware 
Coalition  of  Mental  Health  Providers  is  interested  in 
legislation  requiring  parity  for  mental  health  benefits, 
and  that  once  a bill  is  drafted,  he  will  bring  it  to  the 
Society  for  review  by  the  Public  Laws  Committee. 

Committee  on  Aging 

Dr.  Zwick  reported  that  the  Committee  on  Aging 
continues  to  serve  as  a resource  for  the  Delaware 
Division  of  Services  for  the  Aging  and  Adults  with 
Physical  Disabilities.  Each  September  the  committee 
participates  in  the  Beach  Day  Senior  Wellness  Fair  in 
Rehoboth  Beach.  He  and  Dr.  Rodrigue  are 
participating  in  revision  of  the  state’s  nursing  home 
regulations.  The  committee  also  plans  to  work  with 

196 


the  Public  and  Professional  Education  and  Advocacy 
Committee  to  develop  a speakers’  bureau  for 
programs  of  interest  to  the  aging  population. 

Maternal  and  Child  Care  Committee 

Dr.  Colmorgen  reported  that  this  committee  was  to 
meet  in  two  weeks.  Issues  to  be  discussed  included 
infant  mortality  and  child  abuse,  with  a presentation 
by  Kathryn  Way,  the  new  director  of  the  Division  of 
Family  Services  on  “Prevention  of  Child  Abuse.”  Dr. 
Colmorgen  reported  that  420  people  attended  the 
“Cradle  of  Hope”  infant  mortality  symposium  held 
that  day,  but  that  few  of  them  represented  the 
community  that  needs  to  be  involved. 

Pharmacy  Committee 

Dr.  Pasquale  stated  that  there  are  no  active  questions 
before  the  Pharmacy  Committee  at  present.  Two  of  its 
members  serve  on  the  state’s  Drug  Utilization  Review 
Board.  A third  slot  will  be  filled  as  soon  as  possible. 
Dr.  Pasquale  reported  that  there  is  liaison  with  the 
state’s  Controlled  Substances  Advisory  Committee, 
the  Board  of  Pharmacy,  and  the  Delaware 
Pharmaceutical  Society.  At  the  last  Pharmacy 
Committee  meeting  the  representatives  from  phar- 
macy mentioned  the  pharmacists’  interest  in  limited 
prescribing  privileges  and  said  that  a draft  proposal 
would  be  forwarded  to  the  Pharmacy  Committee  in  the 
future.  The  Pharmacy  Committee  will  meet  as  soon  as 
this  or  any  other  issue  comes  up. 

Dr.  Pasquale  reported  that  he  will  attend  the 
National  Pharmacopeial  Convention  in  Washington, 
D.C.,  March  9-12,  1995. 

Bylaws  Committee 

Dr.  Walters  reported  that  the  Bylaws  Committee 
meets  as  needed.  The  last  revision  of  the  Bylaws  was 
in  November  1994.  Most  of  the  changes  were  made  to 
make  the  Bylaws  gender  neutral.  A recent  issue  is  the 
status  of  the  Physicians’  Emeritus  group,  which  is  not 
recognized  in  the  Bylaws.  The  consensus  was  that 
there  is  no  need  to  change  the  Bylaws  to  include  the 
Physicians’  Emeritus  group  since  it  is  not  really  apart 
of  the  Society. 

Physicians’  Health 

Dr.  Tavani  reported  that  the  case  load  is  now  up  to  20 
active  cases.  She  reported  that  revision  of  the 
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treatment  contract  is  underway.  Certain  restrictions 
on  communication  between  the  Physicians’  Health 
Committee  and  the  Board  of  Medical  Practice  that 
exist  because  of  the  ADA  can  probably  be  resolved  by 
including  in  the  contract  a provision  for  permission  to 
communicate  with  an  ombudsman  or  representative  of 
the  Board  of  Medical  Practice. 

Dr.  Tavani  stated  that  she  would  recuse  herself  as 
chairman  of  the  Physicians’  Health  Committee  during 
her  term  as  President  of  the  Medical  Society  of 
Delaware  and  that  other  arrangements  for  coverage 
are  under  consideration.  Dr.  Tavani  noted  that  the 
responsibility  is  increasingly  time  consuming.  She 
was  not  sure  how  the  committee  could  respond  to  a 
request  from  the  physician’s  assistants  for  help  with 
their  program.  Dr.  Tavani  stressed  the  need  for  new 
committee  members,  especially  from  Kent  and  Sussex 
Counties.  For  some  reason,  there  is  a disproportionate 
number  of  cases  from  downstate. 

Dr.  Tavani  reported  that  the  September  1994 
International  Conference  on  Physicians’  Health  she 
attended  in  Toronto  was  especially  helpful  for 
program  ideas  and  networking. 

Program  Committee 

Dr.  Edell  said  the  Program  Committee  would  be 
meeting  soon  to  work  on  the  program  for  the  scientific 
session  and  that  ideas  for  topics  are  welcome.  There 
was  comment  in  support  of  continuing  the  format  of 
the  last  two  years,  which  included  a full  morning  but 
no  afternoon  lectures. 

Advisory  Committee  to  the  Board  of  Medical 
Practice 

Dr.  Gibbs  reported  that  his  colleagues  on  this 


committee  have  been  cooperative  in  assisting  the 
Board  of  Medical  Practice  with  its  increasing 
workload.  He  noted  that  the  psychiatrists  have  been 
really  helpful.  The  State  of  Delaware  does  not  provide 
funding  for  these  advisors. 

Prison  Health  Committee 

Dr.  Minor  reported  that  in  four  months  there  has  been 
no  response  from  the  Governor  regarding  the 
committee’s  recommendation  regarding  appointment 
of  an  ombudsman  for  the  prisoners.  He  said  he 
thought  the  committee  had  been  helpful  in  following 
up  on  several  letters  from  prisoners  with  Dr.  Benjamin 
Robinson. 

Budget  and  Finance  Committee 

Dr.  Koniver  commented  that  the  Society  showed  an 
operating  loss  last  year  but  is  solvent.  An  anticipated 
change  regarding  the  operation  of  MSDIS  is  expected 
to  help  the  Society’s  financial  situation.  Also  needed 
are  more  contributions  to  the  Foundation  for  Medical 
Education.  Dr.  Koniver  noted  that  the  Society’s  dues 
remain  among  the  lowest  in  the  country. 

Dr.  Maxwell  stated  that  the  push  to  increase  the 
number  of  MSDIS  insureds  will  continue.  He  also 
commented  that  the  Delaware  Medical  Education 
Foundation,  Ltd.,  will  focus  on  fundraising  for  the 
projects  for  which  the  Foundation  was  established. 

There  was  no  further  business,  and  the  meeting 
was  adjourned  at  7:35  p.m. 

Respectfully  submitted, 

Michael  J.  Bradley  DO 
President 


Rehabilitation  Consultants,  Inc. 
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3411  Silverside  Road 
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WHEN  ITS  TIME  TO  SELECT  AN 
ELECTRONIC  BILLING  SYSTEM 
FOR  YOUR  PRACTICE,  TAKE 
SOME  GOOD  ADVICE  FROM  AN 
EXPERT  ON  THE  SUBJECT. 


VIP 

Vendor 

Spotlight 


STI  Computer  Services  is  a VIP  'Preferred'  vendor  with 
300  practices  currently  submitting  Medicare  claims  elec- 
tronically. STI  sold  its  first  Perfect  Care  Medical  System 
in  1984  to  a diabetes  specialty  practice  based  in  Prince- 
ton, New  Jersey.  That  system  is  still  being  used  today. 
STI  Perfect  Care  is  a comprehensive  practice  manage- 
ment system  that  offers  everything  you  need  to  comput- 
erize your  practice  — from  appointment  scheduling 
through  clinical  records.  The  system  provides  your  prac- 
tice future  growth  capabilities  using  the  DOS  operating 
system.  For  example,  currently  installed  practices  range 
from  single  computers  in  small  practices,  to  large  group 
practices  with  25  workstations  and  multiple  remote  of- 
fice locations  tied  into  the  system.  For  more  information, 
call  1-215-768-9030,  or  contact: 


Corporate  Office: 

Joseph  M.  Cerra  • STI  Computer  Services,  Inc. 

1150  First  Avenue,  Suite  620  • King  of  Prussia,  PA  19406 

Reprinted  with  Permission  from  the  Medicare  Report, 
November  1993.  © 1993  Pennsylvania  Blue  Shield. 
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MEDICAL  IMAGING 


Garth  A.  Koniver,  M.D.,  F.A.C.R. 
Thomas  W.  Fiss,  Jr.,  M.D. 

Majid  Mansoory,  M.D. 
Stephen  J.  Lawless,  M.D. 
John  D.  McAllister,  11,  M.D. 
James  A.  Murphy,  M.D. 


• X-RAY  • MRI  SCANNING 

• ULTRASOUND  • ECHOCARDIOLOGY 

• NUCLEAR  MEDICINE  • MAMMOGRAPHY 

• STRESS  CARDIAC  IMAGING 

• SPIRAL  (SINGLE  BREATH  HOLD) 

CAT  SCANNING 


FULL  SERVICE  IMAGING  CENTERS 
LOCATED  AT: 


1701  Augustine  CutOff 
Suite  100 

Professional  Building  IV 
Wilmington,  DE  19803 


Drummond  Plaza 
Office  Park 
40  Polly  Drummond 
Hill  Road 
Newark,  DE  19711 


Other  Convenient  Locations 


1508  Pennsylvania  Avenue  655-4042 

2700  Silverside  Road  478-1100 

1 805  Foulk  Road  475-8036 

420  Christiana  Medical  Center  368-3959 

1320  Philadelphia  Pike  792-2529 

1941  Limestone  Medical  Bldg.  992-0502 

1502  Delaware  Street,  New  Castle  328-1502 
2600  Summit  Bridge  Road  836-8350 

16  Omega  Drve  Bldg,  B-89  738-5500 

5317  Limestone  Road  239-9415 

550  Stanton-Christiana  Road  633-9910 
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Public  Perceptions  About  AIDS 


This  article  was  reprinted  compliments  of  The  Monitor  (.Yo\.6  num.  4 Winter  1994-95),  a publication 
from  the  HIV/AIDS  Epidemiology  Division  of  Public  Health,  Delaware  Health  and  Social  Services. 


Although  at  least  two  major  studies  during  the 
past  year  have  demonstrated  that  proper  use  of 
condoms  is  an  effective  method  of  preventing 
the  spread  of  HIV,  Delawareans  do  not  yet 
believe  that  condoms  are  very  effective. 

Only  29%  of  Delaware  adults  (ages  18  - 64) 
surveyed  by  the  Delaware  Behavioral  Risk 
Factor  Surveillance  System  during  1993 
believe  that  condoms  are  “very  effective”  in 
preventing  HIV  infection  through  sexual 
activity  (see  graph  1).  Another  59%  of  the  adult 
population  believes  that  condoms  are  “some- 
what effective,”  and  about  7%  responded  that 
condoms  are  “not  at  all  effective.”  An  additional 
5%  said  they  don’t  know. 

Respondents  with  higher  levels  of  education 
were  more  likely  to  say  that  condoms  are  “very 


Public  Perception  of  Condom  Effectiveness  Among 
Delaware  Adults  Ages  18  - 64 


effective”.  Only  about  15%  of  adults  with  less 
than  a high  school  education  responded  “very 
effective,”  while  28%  of  high  school  graduates 
and  38%  of  college  graduates  chose  that 
response. 

Even  though  the  public  does  not  consider 
condoms  to  be  “very  effective,”  the  overwhelm- 
ing majority  of  adults  in  the  1993  survey  said 
that,  if  they  had  a sexually  active  teenager, 
they  would  encourage  him  or  her  to  use 
condoms.  Responding  to  a hypothetical 
question,  about  93%  said  they  would  encourage 
a sexually  active  teenage  child  to  use  condoms. 
There  was  no  statistically  significant  differ- 
ence between  the  responses  of  men  and 
women,  or  between  whites  and  blacks. 

The  BRFSS  asked  respondents  to  self- 
evaluate  their  risk  of  getting  infected  with 
HIV.  In  1993,  only  about  3%  of  adult 
Delawareans  between  18  and  64  thought  they 
were  at  high  risk  for  HIV  infection.  Another  9% 
thought  they  had  a “medium”  chance  of 
infection;  while  34%  said  they  had  “low”  risk 
and  53%  thought  they  had  no  chance  of 
infection. 

Even  though  only  a small  percentage  of  the 
adult  population  believe  they  are  at  high  risk 
for  AIDS,  about  31%  of  respondents  say  they 
have  had  a test  for  HIV  infection  for  reasons 
other  than  donating  blood.  Of  those  who  said 
they  had  been  tested  for  HIV,  31%  gave  the 
main  reason  as  “to  see  if  I was  infected.”  Among 
young  respondents,  that  reason  was  given 
much  more  frequently.  In  the  18  - 24  age  group, 
51%  of  males  and  45%  of  females  who  had  been 
tested  said  they  got  the  test  “to  see  if  they  were 
infected.” 

The  Behavioral  Risk  Factor  Surveillance 
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System  is  a random  sample,  telephone 
interview  survey  of  adult  Delawareans.  It  is  an 
ongoing  survey,  although  questions  about  HIV 
and  other  behavioral  topics  may  change  or 
rotate  from  year  to  year.  The  survey  is 
conducted  throughout  the  year,  and  the  data  is 
analyzed  on  an  annual  basis.  The  annual 
sample  size  is  2,112;  however,  AIDS  questions 
are  asked  only  of  adults  ages  18  - 64.  The 
sample  size  for  the  AIDS  questions  in  1993  was 
1,711.  The  margin  of  error  is  approximately 
3%.  BRFSS  is  a cooperative  project  between 


the  Division  of  Public  Health  and  the  national 
Centers  for  Disease  Control  and  Prevention. 

Interviewing  is  conducted  by  the  Univer- 
sity of  Delaware’s  Center  for  Applied 
Demography  and  Survey  Research. 

For  additional  information  about  the 
BRFSS  or  data  not  included  in  this  report, 
please  contact  Fred  Breukelman  C.H.E.S.; 
Health  Promotion  and  Education  Office, 
Division  of  Public  Health,  Dover,  DE  19903; 
telephone  (302)  739-4724. 


Profile  of  Women  With  AIDS  in  Delaware 


Between  January,  1991  and  October,  1994, 205 
Delaware  women  were  reported  to  the  Division 
of  Public  Health  as  AIDS-defined.  Seventy- 
eight  of  these  women  participated  in  an 
interview  project  to  supplement  information 
provided  on  AIDS  case  reports. 

The  project  is  a cooperative  effort  between 
the  Centers  for  Disease  Control  and  Preven- 
tion (CDC)  and  11  states  plus  Los  Angeles 
County.  Face-to-face  interviews  are  conducted 
by  AIDS  Surveillance  staff  using  a standard  set 
of  questions. 

To  be  eligible  for  interview,  a newly 
reported  person  must  be  at  least  18  years  old, 
fit  the  CDC  criteria  of  AIDS,  reside  in 
Delaware  at  the  time  of  AIDS  diagnosis,  be 
medically  stable  and  lucid.  The  private 
interviews  were  conducted  in  HIV  treatment 
clinics,  hospital  rooms  or  at  home 

Information  was  elicited  concerning  socio- 
economic status,  health  care,  reproductive 
history,  risk  history  and  knowledge  of 
available  services.  The  sample  of  women  who 
granted  interviews,  although  random,  was 
representative  of  all  adult  female  AIDS  cases 
reported  during  the  years  1991  through  1994. 
Both  women  and  men  were  interviewed  for  the 
project. 

Ages  of  female  participants  ranged  from  20 
to  50  years  with  a mean  age  of  31.6.  Comparing 
race/ethnicity,  78%  respondents  were  black, 
15%  white,  6%  Hispanic,  and  1%  American 
Indian,  which  are  exactly  the  racial  percent- 
ages of  all  Delaware  women  reported  with 
AIDS.  Injecting  drug  use  was  the  predominant 


mode  of  HIV  transmission  to  women  reported 
in  the  three-year  period,  1991-1994;  61%  of  the 
interviewed  women  told  of  injecting  drugs. 
Heterosexual  contact  accounts  for  more  than  a 
third  of  reported  cases  and  of  the  women 
interviewed. 

Poverty  and  lack  of  education  are 
prevalent  factors  among  women  living  with 
AIDS  in  Delaware.  Half  of  such  women 
interviewed  through  the  program  had  not 
completed  high  school  and,  of  those  willing  to 
disclose  their  income  for  the  previous  year, 
three-fourths  reported  a household  income  of 
less  than  $10,000.  This  compares  to  just  15%  of 
households  in  the  U.S.  in  1992  reporting  an 
income  less  than  $10,000.  For  those  unem- 
ployed (90%),  Social  Security  was  the  primary 
source  of  income. 

Cocaine  was  the  primary  drug  of  choice  of 
those  who  ingested  and/or  injected  drugs. 
Thirteen  women  (17%)  acknowledged  receiv- 
ing money  and/or  drugs  for  sex  within  the 
previous  five  years.  However,  another  24  (31 
%)  reported  that  they  had  only  one  sexual 
partner  in  the  past  five  years. 

Because  HIV  has  had  a significant 
presence  in  the  U.S.  since  the  late  1970s,  the 
study  focuses  on  reproductive  histories  of 
women  with  AIDS  since  1977.  Forty-two 
interview  respondents  had  been  pregnant 
since  1977.  An  important  finding  through  the 
interview  process  was  that  the  78  interviewed 
women  experienced  an  average  2.8  pregnan- 
cies per  individual  (range  0 - 9).  This  compares 
to  the  national  average  of  2.1  pregnancies 
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DEMOGRAPHICS  OF  AIDS  CASES  REPORTED  IN  DELAWARE 
through  December  31,  1994 


Cases  reported  during  the  current  year  are  shown  in  the  tables  showing  Delaware  AIDS  cases  by  Exposure 
Category,  by  Age  and  by  Race/Ethnicity.  The  1994  cases  are  included  in  the  cumulative  Totals  column  in 
each  instarK:e. 


Exposure  Category 

Male 

Female 

Totals 

All 

1994 

All 

1994 

All 

1994 

Cases 

Cases 

Cases 

Cases 

Cases 

Cases 

Homosexual  or  Bisexal  Man 

477 

73 

0 

0 

477 

73 

Injecting  Drug  User  (IDU) 

298 

82 

120 

31 

418 

113 

Homo/Bi  IDU 

85 

20 

0 

0 

85 

20 

Hemophilia 

5 

1 

0 

0 

5 

1 

Heterosexual  Contact 

39 

12 

72 

23 

111 

35 

T ransf  usion-related 

6 

0 

10 

1 

16 

1 

Parent  HIV-infected 

4 

0 

6 

1 

10 

1 

None  of  the  above/other 

57 

24 

19 

10 

76 

34 

Totals 

971 

212 

227 

66 

1198 

278 

Age  All 


Cases 

Under  5 

10 

5 - 12 

1 

13  - 19 

3 

20-29 

206 

30-39 

589 

40-49 

282 

Over  49 

107 

Totals 

1198 

1994 

Cases 

1 

0 

1 

40 

135 

80 

21 

278 


Race/Ethnicitv 

White,  not  Hispanic 
Black.  rx)t  Hispanic 
Hispanic 
American  Indian 
Totals 


All 

1994 

Cases 

Cases 

447 

75 

680 

189 

65 

12 

6 

2 

1198 

278 

County  of  Residence 

Year  of  Diagnosis 

Alive 

Dead 

Total 

Cases 

Dead 

Kent 

55 

69 

124 

New  Castle  Co. 

177 

219 

396 

1981 

1 

1 

(outside  Wilmington) 

' V '.A 

1983 

3 

3 

Wilmington 

222 

267 

489 

1984 

5 

5 

Sussex 

75 

114 

189 

. ...  ' 

1985 

17 

17 

Totals 

529 

669 

1198 

1986 

36 

36 

1987 

38 

36 

1988 

78 

68 

1989 

79 

66 

1990 

106 

84 

1991 

120 

94 

1992 

248 

137 

1993 

241 

81 

1994 

226 

41 

Totals 

1198 

669 
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among  all  childbearing  women  in  the  U.S. 
Four  women  delivered  a total  of  six  babies  after 
they  learned  of  their  HIV  infection.  The 
majority  of  children  were  not  tested.  Of  the  41 
who  were  tested  for  HIV  antibody,  four  proved 
to  be  HIV-infected  after  loss  of  maternal 
antibody. 

Ninety-seven  living  children  were  born  to 
the  interviewed  women  after  1977.  Three  of 
the  97  born  alive  died  before  the  mother  was 
interviewed;  two  from  HlV-infection  at  less 
than  one  year  and  two  years,  respectively,  and 
the  third  died  less  than  a week  after  birth. 
Information  on  causes  of  death  was  not 
obtained  by  the  survey;  therefore,  no 
assumption  can  be  made  about  how  many  were 
due  to  HIV  infection. 

Causes  of  transmission  of  .HIV  from 
mother  to  child  reported  in  recent  literature 
are  the  presence  of  P24  antigen  in  the  blood  of 
asymptomatic  HIV-i-  women  or  a maternal  CD4 
H-  count  below  500^  Anemia  and  prolonged 
fever  during  pregnancy  are  also  indications  of 
greater  risk  that  the  child  will  be  infected^.  As 
many  as  20-30%  of  infants  born  to  HIV-infected 
mothers  were  themselves  infected  before  a 
recent  discovery  lowered  that  percentage  to  as 
low  as  8%.  It  has  been  found  that  treating  the 


HIV-infected  woman  during  pregnancy  with 
AZT  and  also  her  child  for  six  weeks  after  birth 
can  significantly  reduce  transmission  of  the 
AIDS  virus^. 

Analysis  of  all  women  respondents  to  the 
standardized  questionnaire  in  the  12  areas 
nationally  shows  the  extent  of  the  need  for 
infant  care  where  HIV  has  infected  a mother. 
Grandparents  in  the  national  study  comprised 
16%  of  primary  caretakers  of  children  whose 
mothers  had  AIDS,  46%  were  cared  for  by  the 
mother  alone,  and  15%  by  both  mother  and 
father.  In  Delaware,  we  found  that  more  than 
one-fourth  of  such  children  were  cared  for  by 
grandparents  or  other  family  members;  39%  of 
children  were  cared  for  by  the  mother  alone 
and  another  24%  by  mother  and  father 
together.  Given  the  devastation  caused  by  their 
parents’  disease,  those  53  children  will 
eventually  be  in  need  of  care  elsewhere. 

1 Tibaldi,  C.  et  al.  (1993)  Asymptomatic  women  at  high 
risk  of  vertical  HIV  transmission  to  their  fetuses.  Br  J 
Obstet  Gynecol  100.  334-337. 

2 St.  Louis,  ME  et  al.  (1993)  Risk  for  perinatal  HIV-1 
transmission  according  to  maternal  immunologic, 
virologic,  and  placental  factors.  JAMA  269,  22.2853-9. 

3 CDC.  (1994)  Zidovudine  for  the  prevention  of  HIV 
transmission  from  mother  to  infant.  MMWR 
1994,43.285-7. 


USAF  HEALTH  PROFESSIONS 
TOLL  FREE 
1-800-423-USAF 


CREATE  A MEDICAL 
BREAKTHROUGH. 

Become  an  Air  Force  physician  and  find 
the  career  breakthrough  you’ve  been 
looking  for. 

• No  office  overhead 

• Dedicated,  professional  staff 

• Quality  lifestyle  and  benefits 

• 30  days  vacation  with  pay  per  year 

Today’s  Air  Force  provides  medical 
breakthroughs.  Find  out  how  to  qualify 
as  a physician  or  physician  specialist. 

Call 


202 


Del  Med  Jrl,  March  1995,  Vol  67  No  3 


BOOK  REVIEWS 


Perioperative  Medicine, Editors:  DavidR.  Goldmann, 
Frank  H.  Brown  and  David  M.  Guamieri.  Published  by 
McGraw  Hill,  1994,  New  York. 

This  handsome  text  of  715  pages  provides  the  internist 
and  primary  care  provider  with  a complete  and  current 
review  of  the  pre-  and  postoperative  evaluation  and 
management  of  their  patients.  The  book  is  divided  up 
into  five  sections.  The  introductory  section  deals  with 
the  perioperative  assessment  of  the  patient  including 
assessing  perioperative  risk  and  the  appropriate 
preoperative  screening  examination.  There  is  a 
discussion  of  the  legal  implications  of  medical 
consultation.  The  section  concludes  with  a discussion 
of  anesthesiology  and  the  patient’s  physiologic 
response  to  surgery  and  anesthesia. 

The  second  section  includes  chapters  which 
discuss  the  evaluation  of  patients  undergoing  specific 
procedures  including  abdominal  surgery, 
cardiothoracic  surgery,  vascular  surgery,  ophthalmic 
surgery,  otolaryngeal  surgery,  urologic  surgery, 
neurosurgery,  orthopedic  surgery,  gynecological 
surgery  and  surgery  for  endocrine  disorders.  Each 
chapter  is  authored  by  surgeons  and  internists  with 
extensive  experience  in  these  areas. 

Part  three  of  the  text  concerns  patients 
approaching  surgery  with  coexisting  disease.  Hyper- 
tension, coronary  disease,  heart  failure,  valvular  heart 
disease,  disease  of  the  conduction  system  and 
arrhythmias  are  all  considered  in  separate  chapters. 
Likewise,  pulmonary  disease  and  asthma  are 
discussed  separately.  There  are  chapters  regarding 
patients  with  diabetes,  thyroid  disease,  taking 
corticosteroids,  with  rheumatic  disease,  hematologic 
disease  and  cancer.  The  patient  with  abnormalities  of 
clotting  is  considered  in  a separate  chapter.  There  are 
chapters  dealing  with  patients  infected  with  HIV,  in 
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chronic  renal  failure  and  who  are  obese.  Patients  with 
liver  disease,  cerebrovascular  disease,  neurologic 
disease,  psychiatric  illness  and  substance  abuse 
problems  are  all  considered  separately.  There  are 
finally  chapters  regarding  surgery  in  the  elderly  and 
the  pregnant  patient,  and  this  section  concludes  with 
the  nutritional  assessment  of  the  surgical  patient. 

Part  four  deals  with  prophylactic  therapy  and 
prevention  of  postoperative  problems.  Specific 
chapters  deal  with  nutritional  support,  antibiotic 
prophylaxis,  adverse  reactions  to  radioactive  contrast 
media,  prevention  of  stress  ulcers,  prevention  of 
thromboembolic  disease  and  pulmonary  complica- 
tions and  transfusion-associated  problems,  and  there  is 
a chapter  devoted  to  drug  metabolism  reactions  and 
interactions  in  the  surgical  patient. 

The  book  concludes  with  a problem  oriented 
approach  to  postoperative  complications.  Topics 
include  fever  and  infection,  disturbances  of 
hemodynamics  and  cardiac  function,  respiratory  and 
thromboembolic  complications,  metabolic  and  acid 
base  disturbances,  postoperative  renal  failure, 
hematologic  abnormalities,  gastrointestinal  compli- 
cations including  postoperative  jaundice,  delirium 
and  neurologic  problems  in  the  postoperative  period. 
The  book  concludes  with  a discussion  in  the 
management  of  postoperative  pain. 

The  text  is  well  laid  out.  Each  chapter  is  organized 
in  a coherent  fashion.  There  are  helpful  tables  and 
figures  throughout  the  text.  The  references  appear  to 
be  quite  current  for  a textbook  of  this  nature.  Of 
interest  is  that  each  chapter  concludes  with  a summary 
which  abstracts  the  most  salient  points  in  the 
preceding  chapter. 

Dr.  David  Goldmann,  the  principal  editor  of  this 
text  (which  is  now  in  its  second  edition),  is  a well- 
respected  internist  at  the  University  of  Pennsylvania 
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and  an  associate  editor  of  the  Annals  of  Internal 
Medicine.  His  textbook  represents  a major  accom- 
plishment and  a significant  advance  over  the  first 
edition.  I am  sure  I will  refer  to  it  many  times  as  a 
unique  reference  source,  and  I fully  recommend  it  for 
the  shelves  of  internists  and  primary  care  providers  in 
Delaware. 

James  H.  Newman,  MD,  FACP 


To  Touch  a Grieving  Heart,  hosted  by  PCathleen 
Braza,  MA,  Panacom  Video  Publishing,  Salt  Lake 
City,  Utah,  1994,  40  minutes. 

Kathleen  Braza  is  a grief  counselor  and  certified 
thanatologist.  In  this  videotape  she  and  her  guests 
provide  an  excellent  presentation  of  what  kind  of 
intervention  is  most  helpful  to  the  recently  bereaved. 
She  says  that  there  is  no  right  or  perfect  thing  to  say  or 
do,  that  what  is  helpful  is  to  just  be  there  for  the 
grieving  person,  and  to  help  him  find  his  own  way  out 
from  the  grief.  Most  helpful  is  to  encourage  talking 
about  the  dead  person,  and  to  make  it  O.K.  to  cry,  to  be 
angry,  to  feel  hurt.  Be  there  to  listen.  If  the  bereaved 
does  not  want  to  talk,  be  there  to  share  the  silence,  and 
punctuate  it  with  a hug. 

The  40  minutes  of  this  video  give  numerous 
examples  of  how  friends  can  help  the  bereaved  take 
care  of  unfinished  business,  finalize  the  loss,  and  go  on 
with  living. 

This  videotape  will  be  a valuable  aid  for  those 
physicians  who  are  involved  with  teaching  medical 
students  or  hospital  house  staff.  It  can  be  purchased 
from  the  pubhsher  (P.O.  Box  2006,  Salt  Lake  City, 
Utah,  84110-2006),  or  borrowed  from  the  Lewis  B. 
Flinn  Library. 

David  Platt  MD 


Essays  From  the  Heart,  by  J.  Willis  Hurst  MD, 
Raven  Press,  New  York,  1995, 173  pp. 

Dr.  Hurst  is  a cardiologist  who  for  twenty  nine  years, 
until  1986,  was  chairman  of  the  Department  of 
Medicine  at  Emory  University  School  of  Medicine  in 
Atlanta.  Since  1986  he  has  divided  his  time  equally 
between  doing  cardiac  consultation,  teaching  medical 
students  and  house  staff,  and  writing. 
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This  book  is  a compilation  of  essays,  some  new, 
some  reprinted,  with  revisions,  from  medical  journals 
through  the  years.  Most  are  two  to  three  pages  long, 
but  they  vary  from  one  third  of  a page  to  ten  pages.  The 
cardiologist  author  says  in  his  preface  that  these  essays 
deal  almost  exclusively  with  the  emotional  heart  in 
contrast  to  the  scientific  heart,  and  that  good  doctoring 
is  the  combination  of  the  two. 

The  essays  roam  over  a wide  range  of  subjects, 
including  medical  ethics,  doctor-patient  relationships, 
teaching  of  medical  students  (especially  teaching 
them  to  be  caring  human  beings  first),  and  vignettes  of 
patients’  hves,  as  affected  by  their  involved 
physicians. 

Dr.  Hurst  concludes,  “The  secret  to  excellent 
patient  care  — evolves  from  the  bond  of  trust  that  you 
build  with  your  own  contact  with  the  patient. 
Machines  and  procedures  don’t  build  the  bond  of  trust, 
caring  and  talking  does.” 

The  chapters  of  this  book  are  very  uneven,  but 
they  are  aU  well  worth  reading  for  the  sake  of  the 
interspersed  real  gem. 

David  Platt  MD 

Blood  Stem  Cell  Transplants,  Editors:  Robert  Peter 
Gale,  Christopher  A.  Juttner  and  Philippe  Henon. 
Cambridge  University  Press,  Cambridge,  England, 
1994,  185  pp. 

Hematopoietic  stem  cells  derived  from  the  peripheral 
blood  are  increasingly  being  used  in  high  dose 
chemotherapy  treatments  for  cancer.  This  technology 
continues  to  advance  so  rapidly  that  there  are  few 
available  references  that  can  cover  this  topic 
comprehensively  without  being  obsolete  before  they 
are  published.  This  text  has  brought  together  some  of 
the  acknowledged  leaders  in  this  field  and  provided,  in 
a remarkably  concise  format,  an  overview  of  the 
laboratory  and  clinical  aspects  of  blood  stem  cell 
transplants. 

The  book  is  broken  up  into  three  parts:  Part  I 
Concepts,  Part  II  Clinical  trials.  Part  III  Summary.  Part 
I covers  primarily  the  laboratory  aspects  of  stem  cell 
manipulation.  The  historical  aspects  of  this  field  are 
well  covered  and  quite  interesting  reading.  However, 
the  details  of  stem  cell  identification,  mobilization 
and  collection  are  discussed  too  briefly  for  this  book  to 
serve  as  a reference  text  for  those  interested  in  actually 
performing  these  techniques.  In  fairness,  the  section  is 


Del  Med  Jrl,  March  1995,  Vol  67  No  3 


Book  Reviews 


titled  “concepts”  and  most  of  the  important  concepts 
are  addressed. 

Part  II  discusses  clinical  trials  reported  up  to  1992 
utilizing  blood  stem  cells  in  acute  and  chronic 
leukemias,  lymphomas,  multiple  myeloma  and  breast 
cancer.  Each  of  the  chapters  is  written  by  highly 
respected  investigators.  They  can  best  be  viewed  as 
describing  the  historical  context  for  current  chnical 
trials.  The  field  of  blood  stem  cell  transplants  is  so 
dynamic  that  few  definitive  statements  regarding  the 
application  of  this  therapy  are  possible.  The  studies 
which  are  discussed  have  been  valuable  for  building 
experience  and  providing  a framework  for  future 
questions. 

This  book  is  in  itself  a summary  of  the  literature 
available  on  blood  stem  cells.  That  makes  Part  HI  a 
rather  redundant  summary  of  the  summary.  Only  the 
most  obvious  of  conclusions  are  drawn  and 
controversies  mentioned  in  the  previous  chapters  are 
simply  reiterated. 

Overall,  this  book  would  be  very  useful  for 
someone  who  is  relatively  unfamiliar  with  the 
technology  of  high  dose  therapy  and  needs  some 
background  in  order  to  understand  the  literature 
regarding  blood  stem  cell  transplants.  This  topic  is 
such  a moving  target,  however,  that  anyone  actively 
engaged  in  this  form  of  treatment  would  likely  find  the 
information  in  this  book  slightly  dated  and  too 
superficial  to  be  particularly  useful. 

David  D.  Biggs  MD 
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MSD  MONTHLY  ACTIVITIES 


Working  for  You: 

January  1995 

This  feature  was  instituted  in  last  September's  Journal  in  response  to  the  question,  "Just  what  does 
the  MSD  staff  and  leadership  do?"  Each  month  we  will  describe  how  your  MSD  staff  and  leadership 
are  serving  you.  It  is  hoped  that  this  will  help  increase  awareness  of  how  involved  your  state  medical 
society  is  on  your  behalf. 


Leadership  Activities 

Meeting  with  Max  Kenyon  to  discuss 
Principal  Healthcare  program  for  MSD 
members. 

Meeting  with  Dace  Blaskovitz  to  discuss 
MSD  participation  in  Channel  12  program, 
“Financial  Matters.” 

Steven  R.  Permut  MD,  Phil  Corrozi  and 
staff  met  to  go  over  the  Patient  Protection 
Act  Legislation. 

Members  of  the  Society’s  Legislative 
Action  Committee  including:  Louis  E. 
Bartoshesky  MD,  A Douglas  Chervenak 
DO,  William  H.  Duncan  MD,  Robert  E. 
Heckman  MD,  Walter  B.  Omans  MD  and 
Jorge  A.  Pereira-Ogan  MD  served  as 
“Doctor  of  the  Day”  when  the  General 
Assembly  was  in  session  in  January.  (A 
member  of  the  Legislative  Action  Commit- 
tee is  in  Dover  at  all  regular  and  special 
sessions  of  the  State  legislature.) 

Martin  Gibbs  MD  participated  in  the 
Health  Care  Directives  Task  Force  that 
was  created  by  the  legislature  last  year  to 
consider  amendment  to  Delaware’s  Living 
Will  law. 

Michael  J.  Bradley  DO,  Dr.  Doughty,  Dr. 
A.  Majeed  Bhat,  Dr.  David  Epstein,  Dr. 
William  Funk,  Dr.  Sandra  Hassink,  Dr. 
Kent  Sallee  and  Mark  Meister  met  to 
discuss  the  relationship  between  the 
clinics  and  area  pediatricians. 

Physicians'  Advocacy  Program  Activities 

Met  with  various  office  managers  to 
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implement  the  formation  of  a mentoring 
group.  This  group  is  being  created  as  a 
member  benefit  to  assist  and  support  office 
staff  of  physician  members. 

Participated  in  the  first  meeting  of  the 
Delaware  Medicare  Part  B Beneficiary 
Liasion  Committee. 

Attended  US  Healthcare  Seminar  entitled 
“Trends  in  Managed  Care”. 

Jana  Siwek  was  invited  to  act  as  a liasion 
between  the  MGMA  Legislative  Commit- 
tee and  the  MSD  Public  Laws  Committee. 
Jana  Siwek  and  Mark  Meister  continued  to 
define  the  Contract  Review  Service  and 
refined  certain  elements  of  the  new 
member  benefit. 

Answered  various  inquiries  from  physi- 
cians and  their  staffs  on  issues  such  as 
workers’  compensation  and  auto  accident 
claims,  new  Blue  Cross/Blue  Shield  billing 
guidelines,  HCFA  reciprocal  and  locum 
tenens  billing  arrangements,  and  sugges- 
tions on  how  to  choose  a computer  vendor. 

Voluntary  Initiative  Program  Activities 

Referred  148  Medicaid  patients  to  VIP  par- 
ticipating physicians. 

Continuing  Medical  Education  Activities 

Sponsored  18  educational  activities  for  Cat- 
egory 1 credit. 

Major  Meetings 

Personnel  Committee 
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Monthly  Activities 


Medicine  and  Religion  Committee 
Chamber  of  Commerce  Annual  Meeting 
Medico-Legal  Committee  met  to  begin  a 
discussion  of  guidelines  for  fees  paid  to 
physicians  for  copying  records  and  testify- 
ing in  court,  the  Industrial  Accident  Board, 
and  at  depositions,  including  cancellation 
fees  and  policies. 

At  its  meeting,  the  Environmental  and  Pub- 
lic Health  Committee  agreed  to  focus  on  the 
promotion  of  clinical  preventive  services  to 
help  achieve  the  objectives  established  in 
Healthy  Delaware  2000. 

Committee  Chairmen  Meeting 
Medicaid  Managed  Care  Meeting 
MSDIS  Board  of  Trustees  Meeting 
Physician’s  Health  Subcommittee 
SPOC  Workgroup 

Delaware  State  Chamber  of  Commerce  An- 
nual Meeting 

Medicare  Carrier  Advisory  Committee 
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Sure... 


you're  a good  physician^ 
but  can  you  write? 

Most  physicians  today  need  more  than  knowledge 
of  medicine  and  good  clinical  ability  to  be  successful. 
One  of  the  tools  you  need  is  the  ability  to  write  well: 
to  be  able  to  put  together  a report  of  research  that's 
worth  publishing,  to  write  a grant  proposal  that's 
fundable,  to  prepare  a paper  or  exhibit  for  presenta- 
tion that's  well  received. 

We  don't  guarantee  that  you'll  write  a best  seller  or 
get  a million-dollar  grant,  but  we  can  guarantee  that 
if  you  join  us,  you'll  learn  how  to  improve  your 
writing,  enhance  the  quality  of  your  presentations, 
and  keep  up-to-date  with  developments  in  areas  like 
desktop  publishing. 

We're  an  organization  founded  by  physicians  50 
years  ago,  and  we're  over  3000  strong.  Among  our 
members  are  people  like  you,  for  whom  writing  has 
become  an  increasingly  important  part  of  life.  Find 
out  more  about  us. 

Send  this  coupon  or  call  AMWA's  national  office  at 
301-493-0003. 


Executive  Director,  AMWA 
9650  Rockville  Pike 
Bethesda,  MD  20814 
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Healthcare  reform.  Managed  care. 
Changing  rules  and  regulations.  When 
you  consider  the  potential  impact  they 
could  have  on  your  practice,  you  may 
even  end  up  with  some  major  discomfort. 
Which  means  maintaining  your  financial 
stability  depends  on  careful  planning  and 
sound  management. 

Fortunately,  at  Belfint,  Lyons  & 
Shuman  we  understand  the  issues  unique 
to  your  profession.  So  we  not  only  provide 
traditional  accounting  expertise  but  also 
help  you  achieve  the  results  you  need  in 


all  aspects  of  your  practice.  Everything 
from  analyzing  hospital  and  physician 
employment  contracts  to  helping  you  plan 
a practice  merger. 

So  find  out  more  about  BL&S  services. 
Call  Dan  Protokowicz  at  (302)  655-8894. 
Because  with  our  help,  you  shouldn’t  feel 
a thing. 

200  West  Ninth 
Street  Plaza 
Box  2105 
Wilmington, 

Delaware 
19899 


BL 

&S 


BELFINT 

LYONS  a 

SHUMAN 


BELFINT,  LYONS  & SHUMAN.  ACCOUNTING  AND  FINANCIAL  PLANNING  SERVICES  FOR  PHYSICIANS. 
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MRI  Case  of  the  Month 


35  year  old  male  involved  in  auto  accident  with  whiplash  injury  and  bilateral 
paresthesias  of  the  lower  extremities. 


MRI  examination  of  the  cervical  spine  revealed  facet  subluxation  on  the  left  with 
spine  instability  and  mild  cord  compression.  Reduction  was  performed  with 
traction  and  the  patient  was  stabilized  with  posterior  fusion  and  wires. 


Central 
Delaware 

MRI 
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Robert  J.  Varipapa,  MD  Certified,  American  Society  Neuroimaging 
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\Jhristiana  Imaging  Center  is  undergoing  a 
major  equipment  upgrade  on  one  of  its  two 
MRI  scanners.  Excellence  in  imaging  ttiy®s 
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MSO  — Is  There  A Role  for  MSD? 


I thought  it  was  time  to  move  away  from  the 
discussion  of  what  is  happening  to  us  in  the 
managed  care  environment  and  on  to  the 
important  topic  of  what  we  as  your  medical 
society  can  do.  In  the  last  several  columns,  I 
have  laid  out  the  increasing  trend  of  managed 
care  organizations  and  their  effect  on  our 
practices.  We  must  now  make  the  decisions 
that  are  in  front  of  us  and  make  plans  for  the 
foreseeable  future.  The  various  PHOs  that  are 
forming  throughout  the  state  are  one  way  for 
physicians  to  legally  join  as  a group  to  attract 
managed  care  contracts.  Each  of  the  PHOs  is 
responding  to  a local  market  and  trying  to 
protect  its  present  base  of  patients  and  trying 
to  attract  new  patients.  There  are  also  large 
group  practices  and  practices  without  walls 
that  would  also  act  as  bargaining  units  for 
insurance  products.  The  remainder  of  us  are  in 
small  groups  or  as  solo  physicians  who  are  at 
the  end  of  the  feeding  chain  of  the  insurance 
industry.  How  can  the  MSD  be  a champion  to 
all  of  us? 

Let  us  look  at  the  present  role  the  MSD 
plays.  We  have  a very  capable  staff,  directed  by 
Mark  Meister,  that  provides  information  to  us 
through  the  Journal,  the  monthly  physician 
newsletter  and  special  publications  through- 
out the  year.  We  were  pleased  with  the  work  of 
Jana  Siwek  so  much  that  she  was  hired  as  our 
full  time  Physicians’  Advocate.  This  new 
position  has  brought  the  MSD  into  the  second 
level  of  MCO  with  consulting  duties  to  the 
various  member  physicians’  offices.  Her 
workshops  have  been  well  attended  and 
timely.  The  next  offering  from  this  service  is 
just  off  the  ground,  the  contract  review  service. 
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This  invaluable  source  of  inexpensive  legal 
review  of  health  insurance  contracts  will  pay 
for  itself  the  first  time  the  physician  negotiates 
a new  contract  with  an  MCO.  Jana  has  now 
become  a member  of  the  MGMA  and  can  bring 
information  to  that  group  and  receive  help 
from  it  to  pass  along  to  our  members.  The 
leadership  of  the  MSD  continues  to  advocate 
for  its  members  as  we  meet  with  insurance 
company  leaders  (BC/BS,  AETNA,  COC),  news 
media,  members  of  the  state  governmental 
departments,  state  legislators,  the  governor’s 
office  and  our  congressional  delegation. 
Through  these  contacts  we  hope  to  direct  policy 
favorable  to  the  membership  and  the  health 
care  industry  as  a whole. 

The  MSD  is  now  at  the  crossroads  of  the 
managed  care  environment.  We  can  continue 
to  provide  the  services  as  outlined  above  or  we 
can  move  on  toward  the  next  level.  The 
insurance  industry  would  like  us  to  remain 
static,  and  allow  them  to  carry  the  decision 
making  role,  leaving  our  members  easy  prey. 
The  effect  of  the  various  PHOs  as  they  are 
developing  also  leads  us  into  the  hands  of  the 
large  insurers.  Unless  we  can  play  by  the  same 
rules,  ie.,  keeping  patients  out  of  the  hospital 
and  away  from  inappropriate  expensive  care, 
the  PHOs  cannot  market  their  product  to  large 
outside  employers  such  as  GM,  DuPont, 
MBNA,  Kraft  Foods,  Perdue  and  others.  'The 
insurers  would  be  more  than  happy  to  see  us 
pit  one  PHO  against  another,  this  year  sending 
their  business  to  the  Medical  Center  and  the 
next  year  to  St.  Francis.  But  even  this  would 
not  be  so  bad  as  the  fact  that  the  market  also 
includes  the  Philadelphia,  Baltimore  and 
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Salisbury  Hospitals.  USHC,  AETNA  and 
others  have  had  no  trouble  in  getting  local 
hospitals  to  grant  large  discounts  out  of  fear  of 
losing  their  inpatient  revenue  to  Philadelphia. 

Is  there  a way  for  the  MSB  to  form  a 
physician  organization  to  market  our  knowl- 
edge of  health  care  systems?  Our  neighboring 
states  of  Maryland  and  New  Jersey  have  taken 
on  the  formation  of  statewide  IPA  style 
physician  organizations  to  sell  their  providers 
to  insurance  companies  and  the  like.  Their 
formation  has  been  a separate  corporate  group 
from  their  societies,  and  is  open  to  members  of 
the  society  willing  to  fund  it  and  work  with  it. 
I am  worried  about  the  formation  of  a statewide 
IPA  here  in  Delaware.  Such  an  IPA  would  need 
to  be  a select  panel  of  providers  if  it  were  to 
compete  successfully  with  the  established 
HMOs.  This  would  be  a divisive  thorn  in  the 
side  of  the  MSB,  pitting  physician  against 
physician.  We  are  fortunate  to  represent  over 
75  percent  of  the  Delaware  physicians, 
whereas  New  Jersey’s  and  Maryland’s  societ- 
ies have  less  than  50  percent. 

The  Long  Range  Planning  Committee  is 
now  gathering  information  so  that  the  MSB 
can  make  a credible  decision  regarding  MCOs. 
There  have  been  two  IPAs  in  the  state. 
Diamond  State  IPA  worked  with  CIGNA  and 
Physicians  Health  Service,  the  captive  IPA  of 
PHC.  The  problem  with  these  has  been  their 
captive  agreements  with  only  one  insurance 
company.  Diamond  State  IPA  folded  when 
CIGNA  was  able  to  contract  directly  with 


physicians,  and  PHS  is  under  contract  with 
PHC  for  another  two  years.  An  alternative  to  a 
full  IPA  is  the  management  services  organiza- 
tion. This  is  the  third  level  of  a MCO.  A MSO 
could  provide  all  the  services  of  our  present 
Physicians’  Advocate  program,  and  then 
provide  increasing  administrative  support  to 
the  existing  practices  and  PHOs.  We  are  all 
faced  with  credentialling  for  numerous  HMOs 
and  medical  staffs,  each  PHO  and  HMO  has 
their  own  quality  care  programs,  and  each  has 
a peer  review.  Wouldn’t  it  be  nice  to  have  your 
medical  society  do  all  of  these  services  on  a 
contract  basis  to  these  groups?  The  MSD  MSO 
could  provide  an  overall  support  system  to 
cover  the  entire  state.  This  could  lead  towards 
the  marketing  of  groups  or  practices  as  if  they 
were  one  network  or  health  plan.  The  concept 
of  an  MSO  is  appealing  due  to  its  ability  to 
maintain  the  local  flavor  of  any  established 
plans,  while  providing  many  of  the  administra- 
tive support  systems  each  plan  would  need. 
There  will  need  to  be  a period  of  investigation 
of  these  concepts,  for  which  the  Board  of 
Trustees  has  placed  with  the  Long  Range 
Planning  Committee.  I look  forward  to 
working  with  the  committee  on  this  most 
important  project  for  the  Society.  Please  let  us 
know  your  concerns. 


Mary  Ellen  Levenick  Richard  G.  Hollender,  RLA 


P.O.  Box  1143,  Hockessin,  DE  19707  • 302/234-3000  • Fax  234-3004 
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MINI  - COUNTRY  CLUB  FOR  SALE 


KEEP  YOUR  KIDS  AT  HOME!  GROW  UP  WITH  THEM!  MEET  AND 

JOIN  THEIR  FRIENDS! 

When  I was  in  high  school,  we  lived  in  West  Chester,  PA  and  each  New 
Years  Eve,  my  brothers  and  some  friends  would  take  off  for  Sunnybrook  Ball 
Room,  near  Pottstown,  with  dates  and  bottles.  Prohibition  had  only  been  repealed 
a few  years,  but  alcohol  was  already  part  of  parties  for  teenagers,  and  especially 
New  Years  Eve  parties.  Our  parents  were  rightly  concerned  about  the  30  mile 
drive  by  novice  drivers  with  questionable  alcohol  blood  levels.  Dad  dictated  that 
we  should  have  our  year  end  parties  at  our  home.  He  would  supply  the  liquor  and 
food.  We  supplied  the  entertainment  in  the  form  of  a new  and  original  stage 
production  each  year.  We  met  several  times  in  December  and  wrote  the  script, 
casted  it  from  ourselves  and  rehearsed  for  the  big  show  December  31.  This  con- 
tinued through  our  college  and  medical  school  years.  And,  yes,  even  through  our 
internships  and  residencies.  Mom  and  Dad  were  great  hostess  and  host  as  well  as 
great  party  people. 

In  1961  we  moved  into  200  Glenside  Ave.,  Carrcroft,  just  days  before  our 
youngest  son  was  bom.  The  home  is  in  a quiet  residential  neighborhood,  two 
minutes  from  1-95.  It  was  ideal  for  our  four  children  and  sports  a tennis  court 
(which  doubles  as  a volleyball  or  basketball  comt)  and  an  18'  by  40'  ingroxmd 
swimming  pool.  We  had  many  happy  times  together,  playing  two  sets  of  tennis, 
then  a swim  in  the  pool  and  back  to  the  tennis  court  again.  The  four  bedroom 
house  plus  paneled  kids  quarters  in  the  third  tier  has  been  more  than  ample  for 
our  brood.  But  the  kids  are  grown  and  gone.  We  are  looking  for  another  yoimg 
family  to  take  over  and  enjoy  this  home  and  each  other  as  much  as  we  did.  If  you 
know  any,  ask  them  to  give  us  a call  at  302-762-1837. 


William  Thomas  Hall,  M.D.,  F.A.C.P.  (Retired) 


One 
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of  group  practice 
is  saving 
money 


© 1993  Poe  & Brown,  Inc. 

Groups  of  three  or  more  physicians  or  surgeons 
qualify  for  special  underwriting  consideration  with  the 
Physicians  Protector  Plan®...  and  that  means  special, 
premium  credits  not  available  with  individual  policies. 

In  addition  to  its  attractive  premiums,  the  group 
practice  program  offers  flexibility  and  benefits  not 
always  found  in  individual  protection. 

And  the  group  coverage  is  provided  by  the  same,  fine 
insurance  group  that  provides  the  Physicians  Protector 
Plan  — CNA  Insurance  Companies.  CNA’s  financial 
strength  and  claims-paying  ability  have  been  reflected  in 
high  ratings  by  the  top  four  independent  rating  services: 

A.M.  Best,  Standard  & Poor’s,  Moody’s,  and  Duff  & 

Phelps. 

CNA 

For  All  the  Commitments  You  Make® 


To  find  out  how  you  can  benefit  with  the  Physicians 
Protector  Plan’s  group  program,  contact  the  indepen- 
dent agents  listed  below  or  call: 

1-800-352-9218 

KT  & D,  Inc. 

Kevin  P.  Brady,  CIC,  Vice  President 
Wilmington,  Delaware 
1-800-942-4583 

PLI/Zutz,  Inc. 

Frank  T.  Wharton,  Vice  President 
Wilmington,  Delaware 
(302)  658-8000 


PHYHplanr 

The  Physicians  Protector  Plan®  is  a trademark  of  Poe  & Brown,  Inc.,  Tampa,  Florida,  and  is 
underwritten  by  the  Continental  Casualty  Company  and  National  Fire  Insurance  Company  of 
Hartford,  two  of  the  CNA  Insurance  Companies. 


RADIOGRAPH  OF  THE  MONTH 


Peter  Dross  MD 
Reza  Malek  MD 


Traumatic  Carotid-Cavernous  Fistula  (CCF) 


Base  of  skull  axial  CT  slice,  non-contrast  CT  slice  through  top  of  sella  in  a 
24  year  old  man  presenting  to  the  emergency  room  following  severe  head 
injury.  What  is  the  diagnosis? 


Dr.  Dross  is  a Neuroradiologist  at  the  Medical  Center  of 
Delaware  in  Newark. 

Dr.  Malek  is  a Radiology  Resident  at  the  Medical  Center  of 
Delaware  in  Newark. 


Del  Med  Jrl,  April  1995,  Vol  67  No  4 


227 


Radiograph  of  the  Month 


Diagnosis  — Traumatic  Carotid- 
Cavernous  Fistula  (CCF) 

An  axial  CT  slice  through  the  skull  base  shows 
multiple  sphenoid  bone  fractures  in  addition  to 
facial  and  left  temporal  bone  fractures.  Non- 
contrast axial  CT  slice  through  the  top  of  the 
sella  shows  a right  parasellar  hemorrhage.  The 
right  common  carotid  angiogram  in  lateral 
projection  shows  extravasation  of  contrast 
from  the  cavernous  right  internal  carotid 
artery  into  the  cavernous  sinus  and  venous 
drainage  into  the  superior  ophthalmic  vein. 
This  patient  died  as  a result  of  his  head 
injuries. 

Carotid-cavernous  fistulas  are  abnormal 
communications  between  the  carotid  artery  or 
its  dural  branches  and  the  cavernous  sinus  and 
are  the  most  common  traumatic  intracranial 
arterrovenous  fistula^  Etiologies  include 
congenital,  atherosclerotic  and,  most  com- 
monly, traumatic  origins^.  The  usual  cause  of 
these  fistulae  is  head  injury  with  laceration  of 
the  cavernous  portion  of  the  internal  carotid 
artery  as  a direct  result  of  basal  skull  fracture^. 
Blood  then  flows  under  high  pressure  into  the 
cavernous  sinus. 

The  altered  hemodynamic  state  caused  by 
the  CCF  results  in  a constellation  of  clinical 
features.  These  features  are  related  to  the 
increased  pressure  in  veins  that  normally 
drain  the  orbits  and  include:  proptosis, 
subjective  bruit,  redness  of  the  conjunctiva, 
double  or  blurred  vision  and  orbital  pain^.  The 
third,  fourth  and  sixth  cranial  nerves  as  well  as 
the  first  division  of  the  trigeminal  nerve  can  be 
affected  either  by  pressure  from  the  fistula  or 
by  the  original  skull  base  fracture  which 
lacerates  or  contuses  the  nerve.  Delayed 
complications  include  hypoxic  ocular  changes 
that  lead  to  blindness.  Our  case  was  unusually 
severe  in  that  the  right  eye  had  been 
enucleated  as  a result  of  the  facial  injuries  and 
the  patient  was  found  to  be  bleeding  actively 
from  the  orbit  directly  from  a laceration  of  the 
superior  ophthalmic  vein. 

The  diagnosis  of  CCF  can  be  made  on  CT  or 
magnetic  resonance  imaging  (MRI).  Transcranial 
Doppler  sonography  performed  transorbitally 
can  also  be  used  to  diagnose  CCF  and  can  be  an 
effective,  non-invasive  means  to  provide 
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continuous  monitoring  of  hemodynamic 
changes  in  CCF,  particularly  during 
endovascular  or  surgical  treatments®.  Cere- 
bral angiography,  however,  provides  for  the 
clearest  definition  of  CCF.  Angiographic 
features  include  early  dense  opacification  of 
the  cavernous  sinus,  early  filling  of  veins 
draining  the  cavernous  sinus  (primarily  the 
superior  ophthalmic  vein)  and  poor  opacification 
of  the  cerebral  vessels  of  the  cerebral 
hemisphere  ipsilateral  to  the  CCF. 

Treatment  of  the  CCF  has  been  controver- 
sial with  endovascular  therapies  presently 
being  the  procedure  of  choice  over  direct 
surgical  repair.  Surgical  approaches  have 
involved  placement  of  thrombogenic  material 
directly  into  the  cavernous  sinus  to  promote 
thrombosis®.  Endovascular  treatments  are 
often  divided  into  transarterial  and  transvenous 
approaches.  Transarterial  embolization  is 
usually  limited  to  external  carotid  artery 
supply  to  the  CCF  and  would  have  been 
ineffective  in  our  case  as  this  CCF  was  the 
result  of  direct  arterial  wall  injuiy  and 
therefore  arterial  supply  from  only  the 
cavernous  internal  carotid  artery.  Transvenous 
approaches  have  included  direct  cannulation 
of  the  superior  ophthalmic  vein  or  transfemoral 
vein  puncture  to  gain  access  to  the  internal 
jugular  vein  and  eventually  the  inferior 
petrosal  sinus^.  Embolic  agents  have  included 
detachable  balloons  and  microcoils  as  well  as 
liquid  adhesives. 


Lateral  view  of  right  common  carotid  arteriogram  in  a 24 
year  old  man. 
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In  patients  sustaining  severe  head  injury 
with  skull  base  fractures,  immediate  or 
delayed  formation  of  a traumatic  CCF  must  be 
clinically  considered.  While  the  diagnosis  of 
CCF  can  be  made  by  CT,  MRI  or  Doppler 
sonography,  angiography  is  required  for 
definitive  diagnosis  and  for  endovascular 
embolization  therapy. 
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Papastavros’  Associates  Medical  Imaging 
Centers  our  skilled  professionals  are  committed  to 
providing  the  most  advanced  diagnostics  in  a 
caring  and  comfortable  atmosphere. 

We  are  dedicated  to  meeting  the  ever  changing 
needs  of  the  community  and  maintaining  the 
highest  quality  service  available  today. 
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Healthcare  reform.  Managed  care. 
Changing  rules  and  regulations.  When 
you  consider  the  potential  impact  they 
could  have  on  your  practice,  you  may 
even  end  up  with  some  major  discomfort. 
Which  means  maintaining  your  financial 
stability  depends  on  careful  planning  and 
sound  management. 

Fortunately,  at  Belfint,  Lyons  & 
Shuman  we  understand  the  issues  unique 
to  your  profession.  So  we  not  only  provide 
traditional  accounting  expertise  but  also 
help  you  achieve  the  results  you  need  in 


all  aspects  of  your  practice.  Everything 
from  analyzing  hospital  and  physician 
employment  contracts  to  helping  you  plan 
a practice  merger. 

So  find  out  more  about  BL&S  services. 
Call  Dan  Protokowicz  at  (302)  655-8894. 
Because  with  our  help,  you  shouldn’t  feel 
a thing. 

200  West  Ninth 
Street  Plaza 
Box  2105 
Wilmington, 

Delaware 
19899 
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SCIENTIFIC  ARTICLE 


Brain  Metastases  as  the  Presenting  Manifestation  of 

Malignant  Melanoma 
A Case  Report 


Peter  R.  Hulick  MD,  FACR 


Brief  Summary 

A previously  healthy  50-year-old  white  male 
with  a heavy  smoking  history  presented  with 
signs  and  symptoms  suggestive  of  carcinoma  of 
the  lung  with  brain  metastases.  Diagnostic 
evaluation  revealed  that  the  metastases  were 
from  a malignant  melanoma.  A spontaneously- 
involuted  melanoma  of  the  skin  was  identified 
and  determined  to  be  the  source  of  the 
metastases.  This  unusual  presentation  of 
malignant  melanoma  is  described  in  a case 
history  and  brief  discussion  of  the  literature. 

Metastasis  to  the  brain  from  malignant 
melanoma  is  not  an  uncommon  event, 

Dr.  Hulick  is  a Radiation  Oncologist  at  the  Medical  Center 
of  Delaware,  Newark. 


occurring  in  up  to  75  percent  of  patients  who 
die  of  this  malignancy.^  However,  CNS 
metastases  usually  occur  as  part  of  widespread 
dissemination  late  in  the  patient’s  illness.  It  is 
quite  uncommon  for  CNS  metastases  to  be  the 
initial  presentation  of  malignant  melanoma. 

Recently  a previously  healthy  50-year-old 
white  male  presented  to  his  family  physician 
with  complaints  of  hand  discomfort,  neck  pain, 
headache,  difficulty  swallowing,  and  a de- 
creased sense  of  taste.  There  had  been  no 
nausea  or  vomiting.  There  was  no  history  of 
trauma.  He  felt  slightly  off-balance  when 
walking,  but  had  no  vertigo.  He  had  not  lost 
weight,  but  had  lost  his  appetite,  and  for  a few 
months  noticed  some  difficulty  swallowing 


Figure  lA  (left).  The  MR  of  the  hrain  shows  an  area  of  increased  signal  intensity  in  the  brainstem  within  the  pons  and 
pontine  isthmus.  On  this  and  other  cuts,  vasogenic  edema  is  seen  involving  the  pons,  medulla,  superior,  middle  and  inferior 
cerebellar  peduncles  and  adjacent  cerebellum. 


Figure  IB  (right).  The  MR  shows  a lesion  in  the  right  parietal  lobe  with  significant  surrounding  vasogenic  edema.  Both 
lesions  (lA  and  IB)  are  consistent  with  hemorrhagicmetastases,  such  as  those  seen  in  malignant  melanoma. 
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solids.  There  was  some  difficulty  in  manipulat- 
ing small  objects.  His  past  medical  history 
included  lumbar  spine  surgery  in  the  remote 
past,  hypertension  for  four  years,  and  a recent 
sinus  infection.  Current  medications  included 
cefaclor  and  hydrochlorthiazide.  He  had 
smoked  three  packs  of  cigarettes  per  day  for 
many  years  and  consumed  an  average  of  five 
ounces  of  alcohol  per  day. 

He  was  referred  for  neurologic  assessment. 
Findings  revealed  an  alert,  cooperative, 
oriented,  thin,  right-handed  man  without 
aphasia,  apraxia,  or  agnosia.  Abnormal 
findings  were  minimal,  with  a slightly  widened 
gait,  and  a slight  heel-knee-shin  tremor,  which 
was  bilateral  but  symmetric.  The  initial 


Figure  2A  The  tumor  consists  of  cohesive  sheets  of 
“epithelioid”  cells  with  marked  nuclear  pleomorphism  and 
intra-nuclear  pseudo-vacuoles.  (lOOX,  Hematoxylin  and 
Eosin). 


Figure  2B  Immunohistochemical  staining  for  HMB-45,  a 
human  melanoma  protein,  reveals  scattered  cells  (dark- 
stained)  to  be  positive  for  the  protein.  This  indicates  that 
the  tumor  is  a melanoma.  (200X,  Immunochemistry,  HMB- 
45). 
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impression  was  possible  carcinoma  of  the  lung 
with  metastasis  to  the  cervical  spine  and  brain. 

Several  studies  were  performed.  An  MRI 
was  obtained  of  the  brain  and  cervical  spine, 
and  radiographs  of  the  chest  were  performed. 
In  the  brain  (Figure  1)  two  gadolinium- 
enhancing lesions  were  seen,  involving  the 
pons  and  the  right  parietal  lobe.  Considerable 
vasogenic  edema  was  present.  A third,  but  non- 
enhancing, lesion  was  suspected,  involving  the 
left  thalamus,  but  was  less  definite.  There  was 
mild  eflfacement  of  the  fourth  ventricle  without 
hydrocephalus.  The  cervical  spine  MRI  showed 
degenerative  changes.  The  chest  x-rays 
showed  scarring  or  subsegmental  atelectasis  in 
the  left  lower  lobe,  but  no  definite  mass.  A 
subsequent  CT  of  the  abdomen  and  chest 
revealed  a 1 cm  nodule  at  the  left  lung  base 
adjacent  to  the  pleura,  etiology  indefinite.  A 
right  axillary  lymph  node  measuring  2.2  x 1.2 
cm  was  seen.  He  was  admitted  to  Christiana 
Hospital  with  a probable  diagnosis  of 
carcinoma  of  the  lung  with  brain  metastases. 

During  the  hospitalization,  corticosteroids 
were  administered,  with  improvement  in 
symptoms.  Pulmonary  and  neurosurgical 
consultations  were  obtained,  and  it  was  felt 
that  the  CNS  lesions  were  more  accessible  for 
obtaining  tissue.  Because  of  the  location  of  the 
lesions,  only  a biopsy  could  be  performed,  with 
no  attempt  at  complete  removal  of  either 
lesion.  The  initial  histologic  diagnosis  was 
carcinoma.  Radiation  oncology  and  medical 
oncology  consultations  were  obtained.  He  was 
discharged  on  the  second  post-operative  day. 
On  the  seventh  post-operative  day  he  was 
begun  on  a course  of  cranial  irradiation  as  an 
out-patient,  covering  the  brain  and  brainstem, 
including  the  first  two  cervical  vertebrae.  On 
the  eighth  post-operative  day,  special  staining 
of  the  specimen  had  been  completed,  and 
immunohistochemistry  results  indicated  the 
lesion  was  a metastatic  malignant  melanoma 
(Figure  2). 

The  patient  was  re-interviewed  to  obtain 
additional  information  regarding  a possible 
melanoma  history.  He  had  never  had  any  skin 
lesions  excised  in  the  past.  However,  he 
recalled  a lesion  of  the  skin  of  his  back  that  had 
been  present  about  six  months  previously, 
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Figure  3 Photograph  of  the  patient’s  back  taken  about 
three  months  after  the  elevated,  pigmented  lesion  had 
spontaneously  fallen  off.  It  was  located  overlying  the  right 
scapula.  Close-up  (inset)  shows  the  residual  lesion  to  be 
slightly  depressed,  surrounded  by  a faintly  erythematous 
halo.  The  residual  lesion  measured  approximately  3mm  in 
greatest  dimension. 

which  had  dried  up  and  fallen  off  of  its  own 
accord  two  months  later  (Figure  3).  He 
described  this  lesion  as  having  been  about  3/8 
inch  in  diameter,  and  about  1/4  inch  thick. 
Apparently  this  was  the  site  of  a melanoma 
that  had  undergone  spontaneous  involution. 
The  remnant  of  it  has  not  been  excised,  in  favor 
of  possibly  using  it  in  future  immunologic 
therapies  or  investigation. 

The  cranial  radiation  therapy  was  con- 
cluded on  the  42nd  post-operative  day.  Initial 
neurologic  symptoms  remained  cleared,  al- 
though recurring  seizures  developed.  Because 
of  the  seizures,  a repeat  brain  MRI  study  was 
performed,  and  demonstrated  that  new 
metastases  had  developed,  in  spite  of  the 
radiation.  Adenopathy  became  palpable  in  the 
right  axilla,  but  no  other  metastases  have  been 
detected.  Chemotherapy  was  begun  using 
BCNU,  cis-platinum,  tamoxifen,  and  DTIC.  An 
MRI  study  of  the  brain  performed  four  months 
after  the  conclusion  of  radiation  treatments 
showed  improvement  of  the  two  initial  brain 
metastases.  At  least  one  new  cerebral 
metastasis  was  demonstrated.  There  was  a 
gradual  decrease  in  the  patient’s  overall 
performance  status. 


Discussion 

Headaches,  alteration  of  mental  status,  and 
focal  neurologic  deficits  are  the  most  common 
symptoms  of  brain  metastases.^  Seizures  are 
more  common  in  patients  with  melanoma 
brain  metastases,  occurring  in  about  25 
percent  of  patients  with  brain  involvement.^-^ 
CT  scans®  and  MRI  studies  are  the  best  tools  for 
imaging  these  lesions,  with  MRI  being  better 
able  to  distinguish  hemorrhage  from  tumor. 
Corticosteroids  offer  the  best  means  of 
controlling  initial  symptoms  by  reducing  the 
vasogenic  edema.®  Radiation  therapy  is  the 
treatment  of  choice  for  the  management  of 
multiple  lesions,  and  surgery  is  preferred  for 
solitary,  accessible  lesions.  Whole  brain 
irradiation  is  generally  then  given  post- 
operatively.^-®'®  Long-term  survival  is  uncom- 
mon. A few  patients  will  live  more  than  three 
years,  but  the  typical  reported  median  survival 
range  is  2 to  20  months.  In  cases  of  limited 
extra-cranial  tumor  burden,  high  total  cranial 
radiation  dose  with  conventional  fraction  size 
is  recommended.  In  patients  with  a large 
extra-cranial  tumor  load,  a more  rapid 
treatment  with  high  dose-per-fraction  radia- 
tion technique  is  used. 
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HOME  MEDICAL  EQUIPMENT  PROVIDER 
FREE  DELIVERY  AND  SETUP 


MEDICARE  ASSIGNMENT  ACCEPTED 


♦ MANUAL  WHEELCHAIRS 

♦ POWER  WHEELCHAIRS 

♦ ELECTRIC  HOSPITAL  BEDS 


♦ Os  CONCENTRATORS 

♦ SCOOTERS,  WALKERS 

♦ LYMPHEDEMA  PUMPS 


1-800-MAJORS-0 

1-800-625-6770 
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New  Pediatric  Flow  Sheet  for  Ages 
Birth  Through  Twelve  Years 


Pediatric  medical  information  frequently  has 
to  be  manually  copied  onto  a unique  form  for  a 
particular  agency  such  as  a daycare,  preschool, 
elementary  school,  sports  team,  or  sports 
camp.  The  agency  that  requires  this  form 
usually  needs  the  form  in  a time  urgent  basis. 
This  can  create  difficulties  for  the  parent/child 
and  frustration  for  the  health  care  provider 
since  the  completion  of  “another  form”  is 
usually  not  a priority  task  in  a busy  primary 
care  office.  The  typical  infant  or  child  will  need 
between  one  and  three  forms  completed  a year 
for  these  various  agencies.  Nearly  9,000 
infants  a year  are  bom  in  New  Castle  County, 
Delaware.  The  number  of  forms  completed  for 
all  children  six  years  and  younger  per  year  in 
this  county  would  be  at  least  40,000  and  could 
exceed  100,000.  They  are  usually  done  one 
form  at  a time. 

Demands  placed  on  health  care  profession- 
als to  provide  information  from  the  medical 
records  of  children,  not  directly  related  to 
patient  care  increases  steadily  each  year.  For 
example,  completion  of  a record  review  is  a 
required  step  in  the  six  year  cycle  of 
recertification  by  the  American  Board  of 
Family  Practice.  Office  quality  assurance  will 
have  an  increasing  importance  as  more 


Dr.  Funk  is  in  private  practice  in  Christiana  and  is  the 
Director  of  the  Department  of  Family  Practice  at  St.  Francis 
Hospital.  He  is  also  the  a past  president  of  the  Delaware 
Academy  of  Family  Physicians 

Ms.  Hitchens  is  employed  by  Dr.  Funk  and  is  a member  of 
the  School  Health  Advisory  Committee. 


William  B.  Funk  MD,  FAAFP 
Sandra  Hitchens  RN 

medical  care  moves  out  of  the  traditional 
hospital  environment.  However,  each  health 
care  provider  develops  his/her  own  unique 
method  of  documentation  with  no  uniformity 
regarding  content  and  format.  Retrieval  of 
information  from  a child’s  chart  by  anyone  not 
familiar  with  a particular  health  care 
provider’s  style  can  be  tedious,  time  consuming 
and  at  times  inaccurate.  The  medical  record 
remains  vitally  important  for  information 
needed  in  the  care  of  patients.  The  growth  of 
group  medical  practices  increases  the  impor- 
tance of  accurate,  legible  information  that  can 
be  shared  within  the  group.  In  the  future, 
outside  organizations  may  use  the  medical 
record  as  an  indicator  of  quality  of  care  as  well 
as  a factor  in  compensation  to  the  health  care 
provider. 

Health  supervision  of  the  child  in  the 
primary  care  setting  is  comprehensive  and 
includes  much  more  than  a physical  exam  and 
immunizations.  Documentation  of  the  cogni- 
tive process  involving  the  interview,  parent- 
infant  interactions,  anticipatory  guidance,  and 
review  of  handouts,  can  be  difficult.  Without 
documentation  of  cognitive  performance  the 
value  of  health  supervision  could  be 
downplayed,  compensation  decreased,  and 
liability  issues  could  arise. 

The  authors  have  developed  forms  to  be 
used  on  a state  wide  basis  to  address  these 
issues  and  difficulties.  The  primary  goal  was  to 
develop  an  ideal  data  base  for  the  care  of  the 
developing  child  that  could  be  easily  shared 
and  added  to  as  problems  are  found.  The  forms 
presented  are  intended  to  ease  the  burdens  of 
form  completion,  record  review,  and  quality 
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NAME; SEX:  DOB 

ADDRESS;  

ALLERGIES:  


Code  : X = Within  normal  limits  R = See  remarks  below/progress  notes 


DATE 

1 mo 

2 mo 

4 mo 

6 mo 

9 mo 

12  mo 

15  mo 

18  mo 

24  mo 

3 YR 

4 YR 

SYR 

Height  (in) 

Weight  (lb) 

HC  (cm) 

BP 

Eyes  RL  20/ 

Eyes  Lf.  20/ 

Ears/Heahng 

Scalp/Skin 

Nose 

Mouth 

Heart 

Lungs 

Abd(Mnen 

ExL  / Hips 

Genitalia 

Neurologica) 

Denver 

Posture/Dack 

Bowel 

Bladder 

Nutrition 

Safety 

Lead 

Hct 

Tine  / PPD 

Return  vss. 

Initials 

DPT 

1) 

2) 

3) 

4) 

5) 

Polio 

1) 

2) 

3) 

4) 

HIB 

1) 

2) 

3) 

4) 

MMR 

1) 

2) 

Hep  B 

1) 

2) 

3) 

Check  if  child  has  problems  with  any  of  the  following.  Give  additional  comments  below. 


Diabetes  Asthma  Epilepsy/Seizures  Infections  Hearing,  Speech,  Vision 

Illnesses/Problems  


Additional  Comments 


Physician's  Signature 


Front  side  of  the  pediatric  flow  sheet 
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ANTICIPATORY  GUIDANCE 

1 MONTH 

Diet  Bowel  Immunization  Handout  Given  & Reviewed 

Elimination:  Safety  (car,  crib,  water  temn.,  smoke  alarm. 

Plan:  pets,  siblings) 

2 MONTH 

Diet  Bowel  Immunization  Handout  Given  & Reviewed 

Elimination:  Tvlenol/Temps 

Plan:  Safety  (rolling,  smoking/cigarettes,  bums 

walker) 

4 MONTH 

Diet  Bowel  Immunization  Handout  Given  & Reviewed 

Elimination:  Avoid:  wheat,  citms,  eggs,  honey 

Plan:  Drooling/teething 

Safety  (tub,  falls) 

6 MONTH 

Diet  Bowel  Immunization  Handout  Giyen  & Reyiewed 

Elimination:  Separation  anxiety,  strangers,  teething 

Plan.  Safety  (hot  liquids,  pools/tubs,  stairs/gate, 

outlets/plugs,  beads/pins,  tablecloths) 

9 MONTH 

Diet  Bowel  Immunbtation  Handout  Giyen  & Reyiewed 

Elimination:  Cup/weaning,  discipline,  shoes 

Plan:  Safety  (syrup  of  ipecac,  ingestants,  playpen) 

12  MONTH 

Diet  Bowel  Immunization  Handout  Giyen  & Reyiewed 

Elimination:  Sleep  separation,  weaning 

Plan:  Safety  (water  temp.,  poison  proof,  stairs, 

fences/gates/locks,  moying  machinery) 

15  MONTH 

Diet  Bowel  Immunization  Handout  Giyen  & Reyiewed 

Elimination:  Discontinue  bottle/pacifier,  discipline 

Plan:  Safety  (childproofing,  toddler  carseat,  pica) 

18  MONTH 

Diet  Bowel  Immunization  Handout  Giyen  & Reviewed 

Elimination:  Sleep:  fears,  rituals,  toilet  training 

Plan:  Favorite  toy/possession 

Safety  (accident  prevention) 

24  MONTH 

Diet  Bowel  Eating  habits 

Elimination:  Regular  bed 

Plan:  Toilet  training 

Safety  (never  leave  alone,  car  safety,  falls) 

3 YEAR 

Diet  Bowel  Balanced  diet,  avoid  junk  food 

Elimination:  Speech  disfluency 

Plan:  Dental  appt. 

Safety  (street,  strange  dogs,  pools) 

4 YEAR 

Diet  Bowel  Immunization  Handout  Given  & Reviewed 

Elimination:  Dresses/undresses  self,  nursery  school 

Plan:  Safety  (firearms,  matches,  poisons,  strangers) 

5 YEAR 

Diet  Bowel  Immunization  Handout  Given  & Reviewed 

Elimination:  Speech  and  hearing,  dental  care 

Plan:  School  readiness 

Safety  (bicycle,  fire,  telephone  #) 

Back  side  of  the  pediatric  flow  sheet 
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NAME SEX: DOB 

ADDRESS  

ALLERGIES  


Code  : X = Within  normal  limits  R = See  remaiks  below/progress  notes 


DATE 

6-7  YEARS 

7-8  YEARS 

8-9  YEARS 

9-10  YEARS 

10-11  YEARS 

11-12  YEARS 

Height  (tn) 

Wetghi  (lb) 

BP 

Eyee  Rt  2(V 

Ey«tt  Lf  20/ 

EarVHeanng 

Scalp/SMn 

Nom 

Mouth 

Heart 

Lungs 

Abdomen 

Ejd  / Hips 

Genitalia 

Neurological 

Posture/Bacli 

Scoliosis 

Tanrtet 

Bladder 

Bedwet 

Nutrition 

Safety 

Hcl 

PPO  (marrtouR) 

Return  vsa 

Initials 

Attachment  to  page  one  of  pediatric  flow  sheet  which 

assurance  while  maintaining  the  principles  of 
accuracy,  legibility,  timely  entiy  and  confiden- 
tiality. 

The  format  of  the  forms  allows  for  the 
information  most  frequently  requested  or  most 
medically  significant  to  be  easily  entered  onto  a 
single  flow  sheet  one  time.  The  reverse  of  this 
flow  sheet  provides  for  documentation  of 
specific  advice,  guidance,  safety  issues  and 
handouts.  Confidential  issues  are  placed  here 
or  elsewhere  in  the  chart.  These  two  forms 
are  not  exhaustive  and  should  he  viewed 
as  flexible  guidelines  that  facilitate  the 
documentation  of  the  many  services 
usually  provided  during  health  supervi- 
sion. The  use  of  standard  growth  charts 
as  well  as  a good  developmental  screen- 
ing system  in  addition  to  these  forms  is 
recommended  hy  most  authorities.  We  use 
the  Denver  Developmental  screening  in  our 
office  as  well  as  documentation  of  more 
comprehensive  problems.  We  document  the 
regular  immunization  information  such  as 
manufacturer  and  lot  numbers,  directly  on  to 
the  State  immunization  record.  This  allows  for 
the  complete  documentation  to  not  only  be 
recorded  for  the  office,  but  also  for  the  state. 

These  forms  were  developed  on  a personal 
computer  and  formatted  to  be  easily  incorpo- 
rated into  a computerized  medical  information 
system. 
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measures  ages  6 through  12 

Parent  requests  for  form  completion  can  be 
satisfied  by  a simple  photocopy  of  the  flow 
sheet  without  risk  of  transcription  errors  or 
breach  of  confidentiality.  The  parent  can  use 
the  form  as  a master  to  make  their  own  copies, 
immunization  record,  and  reminder  of  upcom- 
ing visits. 

Referrals  to  consultants  would  be  more 
complete  if  a copy  of  the  flow  sheet 
accompanied  the  child  at  the  time  of  specialty 
visit. 

The  accurate  documentation  of  the  many 
services  provided  will  allow  any  outside 
reviewing  organization  to  properly  credit  the 
health  care  provider  for  all  work  actually  done. 

Incorporation  of  the  flow  sheet  into  a 
computerized  medical  information  system 
would  provide  faster  access  to  the  information 
and  easier  tracking  of  immunizations.  The 
burden  of  tracking  immunization  performance 
may  fall  onto  the  shoulders  of  the  provider.  If 
so,  computerization  may  help  a great  deal. 
Reimbursement  for  immunizations  given  by 
the  provider  might  be  obtained  faster  if  this 
data  could  be  sent  by  computer  via  modem. 

The  copyright  to  these  forms  has  been 
applied  for,  but  forms  may  be  reproduced  for 
office  purposes.  Please  remember  that  this 
is  not  a comprehensive  form  and 
additional  information  must  be  docu- 
mented. 
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State  health  care  agencies  have  approved 
the  use  of  these  forms  for  all  Delaware 
daycares,  preschools  and  elementary  schools. 
In  addition,  a revision  of  the  high  school 
athletic  form  will  be  released  soon.  Both  middle 
school  and  high  school  forms  can  be  adapted  as 
an  overlay  so  as  to  incorporate  the  original 
immunization  record  of  the  birth  to  five  year 
form  onto  these  other  forms  through  the 
photocopy  process. 

The  transition  to  a new  documentation 
system  can  seem  at  first  to  be  more  work  than 
you  need  or  want.  Remember,  once  the  form  is 
started  you  will  never  have  to  fill  out  another 
form  again.  Just  copy  your  flow  sheet  and  hand 
it  to  the  patient  or  staple  it  to  their  unique  form 
with  the  note,  “see  attached”. 

Free  copies  of  the  forms  are  being  mailed 
this  month  to  all  members  of  Delaware 
Academy  of  Family  Physicians  and  the 
Delaware  Chapter  of  the  American  Academy  of 
Physicians.  Additional  copies  can  be  ordered  by 
contacting  Brandywine  Graphics,  Inc.  at  (302) 
655-7571. 


K§ntmere 

A Not-for-profit 

Community  Nursing  Care  Center 

Love.  Compassion.  Companionship. 

Creative  activity.  A warm  comfortable 
homelike  atmosphere  for  hundreds  of 
men  and  women  since  1901.  Skilled  and 
Intermediate  Care.  Special  Care  for 
Alzheimer's  patients. 

We  re  Medicaid  and  Medicare 
approved.  When  you  need  a nursing 
care  center  for  one  of  your  patients, 
consider  Kentmere.  For  information 
call  Yvonne  Dinneen  at  302/652-3311. 

Operated  by  The  Home  of  Merciful  Rest  Society,  Inc. 

A Caring  Environment 
Since  1901 

1900  Lovehng  Avenue  Wilmington.  Delaware 


Christiana  Bank  & Trust  Company 

SPECIAL  PROGRAMS  FOR 

Health  Care 
Providers 

A PROFESSIONAL  APPROACH  TO 
CUSTOM  PERSONAL  AND  PRACTICE  FINANCING 
AND  INVESTMENT  MANAGEMENT 
FOR  MEDICAL  PRACTITIONERS 


3801  Kennett  Pike 
Greenville,  DE  19807 
Call  Bob  Elder,  President 
302.421.5800 

Member,  FDIC 


aw  am 
UNDER 
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Diagnostic  Imaging  Associates,  pa 
Celebrates  the  Centennial  Anniversary  of 
The  Discovery  of  x-rays 

Wilhelm  Conrad  Roentgen  discovered  x-rays  in  1895  and  the  modern  age  of  medical  imaging  began. 

We  celebrate  that  beginning  mth  a continuing  commitment  to  medical  imaging  excellence  for  our  patients. 


Dr.  KvKm-  Tze,  Radiologist  & Medical  Director 
“Diagnostic  Imaging  Associates,  pa,  maintains  its  commitment  to 

MEDICAL  imaging  EXCELLENCE  WITH  STATE  OF  THE  ART  EQUIPMENT,  UTILIZING  THE  MOST  MODERN 
technology  .AVAILABLE  TOD.AY.  OUR  NEW  SPIRAL  CT  CAN  IMAGE  AN  ENTIRE  AREA  OF  INTEREST,  SUCH 
AS  THE  CHEST  OR  ABDOMEN  IN  A SINGLE  BREATH  HOLD. 

Thanks  to  Wilhelm  Roentgen  and  his  predecessors,  medical  imaging  has  become  an 

ESSENTIAL  PART  OF  THE  PATIENT’S  DIAGNOSIS  AND  CURE”. 

Diagnostic  Imaging  Associates  has  seven  convenient  locations  in  New  Castle  County 

STAFFED  by  BOARD  CERTIFIED  RADIOLOGISTS  AND  HIGHLY  TRAINED  TECHNOLOGISTS. 

Our  full  range  of  out-patient  services  includes: 

• High-field  mri  • New  spiral  ct  scanning 
• Ultrasound  including  color  doppler  • Mammogr.m’hy 
• Fluoroscopy  • Nucle.ar  Medicine  • General  x-ray 

All  of  our  reports  are  sent  promptly  via  fax  or  sajME  day  delivery 
SERVICE.  Patients  are  scheduled  promptly  and  treated  v^th  personal,  efficient  care. 

FOR  PATIENT  INFORA-IATION  AND  CENTRAL  SCHEDULING 

302-425-4DIA 

Diagnostic  Imaging  Associates,  PA 

Omega  Imaging  Associates  • L-6  Omega  Professional  Center  • Newark  • 738-9300 
Omega  Magnetic  Resonance  Imaging  Center  • L-6  Omega  Professional  Center  • Newark  • 738-9300 
Omega  Nuclear  Diagnostic  Center  • K-15  Omega  Professional  Center  • Newark  • 368-8150 
Brandywine  Imaging  Center  • 701  Foulk  Road  • Suite  E-1  • Wilmington  • 654-5300 
Pike  Creek  Imaging  Center  • 3105  Limestone  Road  • Suite  106  • 995-2037 
Wilmington  Magnetic  Resonance  Imaging  Center  • 1020  Union  Street  • Wilmington  • 427-9855 
Omega  Medical  Center  • K-15  Omega  Professional  Center  • Newark  • 368-5100 


SPECIAL  REPORT 


King  Will  and  the  Foul  Humours:  A Fable  for  Reform 
Report  of  the  President  of  the  AMA,  Robert  E.  McAfee  MD 
From  the  48  th  Interim  Meeting  on 
Sunday  December  4,  1994. 


Ladies  and  gentlemen,  over  the  course  of  the 
last  two  years  we’ve  been  asked  to  believe 
several  fairy  tales  in  the  name  of  health  system 
reform.  So  today,  I’d  ask  your  indulgence  as  I 
tell  one  last  fairy  tale.  I’d  like  to  tell  you  the 
story  of  King  Will  and  the  Foul  Humours. 

Once  upon  a time,  there  were  a King  and 
Queen  who  lived  in  a big,  white  castle, 
surrounded  by  a big,  black  fence,  that  was 
regularly  patrolled  by  knights  wearing  dark 
visors. 

Before  King  Will  had  become  King,  he  lived 
in  the  forest,  where  he  took  from  the  rich  and 
gave  to  the  poor.  This  made  him  quite  popular 
— especially  with  the  poor  — but  he  mistook 
his  popularity  for  wisdom,  and  no  sooner  had 
he  moved  into  the  white  castle  than  he  began 
searching  throughout  the  Kingdom  for 
problems  to  solve. 

He  said  to  the  Queen,  “Queen  (for  he 
always  addressed  her  in  this  manner),  do  you 
perceive  any  problems  in  the  Kingdom  that 
criest  out  for  solutions?” 

The  Queen  replied,  “Are  you  kidding?  The 
knighthood  could  use  a little  more  diversity. 
The  plague  is  making  a comeback.  And  every 
time  you  take  your  exercise,  you  can’t  stay 
away  from  the  butcher  shop.” 

Now,  the  King  ignored  this  last  comment, 
but  the  problem  of  the  plague  seized  his  mind. 

He  knew  that  many  of  his  subjects  were 
unable  to  see  the  Wizards  — those  Doctors  of 
Physic  who  ministered  to  the  ill.  And  he  knew 
that  the  tithe  for  having  their  humours 
checked  was  rising  faster  than  the  Consumer 
Price  Index. 

But  the  King  also  knew  that  the  magic  of 
the  Wizards  was  unsurpassed.  Citizens  from 
neighboring  kingdoms  would  travel  many 


leagues  just  to  see  them.  And  the  vast  majority 
of  his  subjects  were  well  contented  with  their 
system  of  care,  and  could  see  a Wizard  almost 
whenever  they  wanted  to. 

The  King  mulled  over  his  dilemma  — he 
was  famous  for  mulling  and  wonking  — and 
finally,  he  came  to  a decision.  So  he  said  to  the 
Queen,  “It  is  up  to  us  to  give  the  people  the 
health  care  they  deserve.” 

Now  a strange  thing  happened.  The  Queen 
might  well  have  turned  to  the  Wizards,  who 
themselves  had  been  discussing  this  problem 
and  recommended  remedies  for  many  years. 
But  instead,  she  summoned  a noted  sorcerer 
from  a far  away  land,  Ira  of  the  Unruly  Hair. 
And  Ira  gathered  a legion  of  fellow  sorcerers, 
and  convened  them  in  a secret  Star  Chamber,  a 
place  so  dank  and  dark  no  light  could  enter  or 
escape. 

They  labored  while  the  Spring  blossoms 
scented  the  trees.  And  they  labored  while  the 
sun  ripened  the  fruit  on  those  trees.  And  they 
labored  while  the  leaves  on  those  trees  began  to 
fall  to  the  earth.  Then,  one  day  the  Queen  sent 
a crier  throughout  the  Kingdom  to  announce 
that  Ira  of  the  Unruly  Hair  had  indeed 
produced  a mighty  plan  and  it  would  be 
wondrous  to  behold. 

Then  they  gathered  every  beast  of  burden 
in  the  Kingdom,  all  the  oxen  and  horses  and 
mules,  and  they  hitched  them  to  the  machine 
on  which  they  had  placed  the  great  plan  — for 
the  plan  was  not  only  great  in  inspiration  but 
great  in  size  — and  they  hauled  it  to  the  big, 
white  castle  and  presented  it  to  King  Will. 

And  King  Will,  who  was  chewing  on  the 
drumstick  of  a great  wonk,  placed  his  seal  upon 
the  plan. 
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Now,  on  a hill  looking  down  on  the  white 
castle  was  a great  hallowed  hall  with  a round 
dome.  And  in  that  hall  were  knights  of  renown 
from  every  other  castle  in  the  Kingdom.  They 
were  divided  roughly  into  two  camps,  and  the 
shields  of  one  camp  bore  the  sign  of  the  donkey, 
and  the  shields  of  the  other  the  sign  of  the 
elephant. 

It  was  these  knights’  job  to  decide  the  laws 
of  the  land,  but  in  truth,  most  of  their  days 
were  spent  in  their  favorite  sport,  which  was 
jousting.  The  leader  of  the  donkeys.  Sir  George 
of  the  Land  of  Lobster,  was  one  of  the  most 
feared  jousters.  He  said,  “Let  them  bring  us  the 
plan  of  King  Will,  so  we  can  make  it  the  law  of 
the  land.” 

And  the  oxen  and  horses  and  mules  began 
to  haul  the  mighty  plan  from  the  white  castle  to 
the  hall  on  the  hill.  But  a hue  and  cry  went  up 
throughout  the  hall  almost  as  great  as  during 
the  debate  over  where  the  knights  could  tie  up 
their  horses. 

And  the  leader  of  the  elephants.  Sir 
Bobdole  of  the  Land  of  Corn,  who  was  famous 
for  his  skill  with  the  lance,  spoke,  “Not  so  fast,” 
said  Sir  Bobdole.  “That  plan  has  more  fat  than 
a roasted  boar.” 

For  it  so  happened  that  the  donkeys  and 
the  elephants  had  opposing  views  on  the  health 
care  of  the  people.  The  donkeys  believed  that 
the  King  and  the  knights  should  design  the 
system,  and  decide  what  kind  of  training 
should  be  given  to  the  Wizards  and  which 
Wizards  the  people  could  see.  And  the  donkeys 
believed  if  the  subjects  would  pay  their  tithe  to 
them  — they  could  fix  the  system. 

But  the  elephants  said  the  people  were 
tithed  too  much  and  the  money  was  wasted  on 
things  like  midnight  falconry.  And  they  said 
the  King  and  the  great  hall  should  stay  out  of 
it.  And  they  accused  the  donkeys  of  being 
beholden  to  a knight  of  yore.  Sir  Franklin  of  the 
New  Deal. 

So  the  knights  of  the  donkeys  and  the 
knights  of  the  elephants  devised  their  own 
plans:  Sir  George  of  the  Land  of  Lobster,  Sir 
Chafee  of  Rhodes,  Sir  Stark  of  Fortney,  Sir 
Teddy  of  Camelot  and  others.  But  the 
champion  of  one  plan.  Sir  Rosty  of  the  Windy 
City,  was  injured  when  he  was  out  delivering  a 
gift  to  a subject  and  fell  into  a moat. 
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But  these  plans,  too  — five  in  all  — were 
also  placed  on  great  machines  and  hauled  out 
to  be  viewed  by  the  people.  And  the  knights 
returned  to  their  jousting. 

And  now  thick  fog  hid  the  sun,  and  thunder 
rent  the  air,  and  torrents  of  rain  turned  the 
land  into  mud,  and  the  plans  of  King  Will  and 
all  the  plans  of  the  great  Hall  got  bogged  down. 

All  the  while  the  Wizards  offered  advice 
and  counsel  on  the  health  of  the  people.  And 
the  people  heard  them  and  gave  the  Wizards 
their  confidence.  But  the  King  and  Queen  and 
many  in  the  Great  Hall  gave  the  people  only 
the  cold  shoulder  and  the  deaf  ear. 

Now  there  arose  in  the  land  a new  evil  that 
further  threatened  the  health  care  of  the 
people. 

One  day,  five  great  dragons  from  the 
Kingdom  of  Insurers  appeared  in  the  sky,  and 
encamped  in  every  corner  of  the  Kingdom.  And 
on  their  wide  wings  were  markings  sinister 
and  strange.  One  had  what  looked  like  the 
giant  rock  of  Gibraltar.  Another  had  what 
looked  like  a great  umbrella  of  crimson.  Still  a 
third  was  marked  with  a small  cartoon  beagle. 

People  began  to  call  them  the  Big  Five,  and 
they  breathed  fire,  and  made  a bellowing  that 
was  terrible  to  hear,  and  were  in  general 
unmannerly.  And  they  began  making  forays 
across  the  land,  swooping  down  upon 
unsuspecting  subjects  and  herding  them  into 
their  own  regions. 

They  swallowed  up  entire  villages.  And 
they  plucked  up  select  Wizards,  and  demanded 
that  they  tend  only  to  the  citizens  they  had 
corralled,  and  none  other.  And  the  citizens 
raised  up  a cry  because  they  could  no  longer  see 
the  Wizards  who  had  so  carefully  watched  over 
them. 

But  as  the  dragons’  plunder  continued, 
their  appetites,  rather  than  be  sated,  grew  only 
more  ravenous.  It  was  rumored  that  some 
dragons  even  tried  to  eat  some  of  the  others. 
And  clouds  darkened  the  sky  and  a great 
indigestion  struck  the  bowels  of  the  people,  and 
they  were  sore  afraid. 

Ladies  and  gentlemen,  most  fairy  tales  end 
with  everyone  living  happily  ever  after. 

And  for  that  to  happen  here,  you  might 
expect  that  a white  knight  would  appear  to  slay 
the  dragons  and  knock  some  sense  into  the 
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King,  the  Queen  and  the  knights  of  the  hall  on 
the  hill. 

But  the  ending  to  this  story  has  yet  to  be 
written. 

The  great  plans  of  the  King  and  Queen  and 
all  the  knights  of  the  hall  got  bogged  down 
under  their  own  weight.  The  wheels  came  off 
the  machines,  and  all  the  King’s  horses  and  all 
the  King’s  men  ...  well,  you’re  already  familiar 
with  that  verse. 

And  as  a result,  many  knights  lost  their 
shields  and  left  the  great  hall  forever  — 
although  most  went  on  to  join  the  newly- 
formed  Guild  of  Lobbyists.  Some  who  remained 
were  hoping  to  fix  the  Kingdom’s  health 
system  by  mixing  up  a special  magic  potion.  Its 
main  ingredient  was  Eye  of  Newt. 

Most  of  the  knights,  however,  just  went 
back  to  their  jousting. 

As  for  King  Will  and  his  Queen,  the  whole 
experience  was  enough  to  make  them  wish 
they  were  back  in  their  forest,  in  their  house 
surrounded  by  rushing  white  water. 

The  King  has  recently  taken  to  traveling  to 
foreign  lands.  But  he  never  misses  a chance  to 
remind  the  Queen  that  you  just  can’t  trust  a 
sorcerer. 

What  remains  are  the  Wizards  and  the 
people  — the  true  heart  and  soul  of  any  health 
care  system. 

The  people  will  continue  to  receive  the  best 
care  on  Earth  when  they  demand  nothing  less. 

We  Wizards  must  never  forget  that  we  can 
deliver  that  care  only  if  we’re  united  in  our 
vision,  our  voice  and  our  leadership. 

And,  I believe  we  can  write  a Fairy  Tale 
ending  if  we  never  forget  that  the  true  power  of 
our  magic  is  not  what’s  under  our  hats,  but 
what’s  in  our  hearts. 

And  for  allowing  me  the  privilege  to  be 
your  chief  wizard  for  a year  — I thank  you  very 
much. 


PHYSICAL  THERAPY 


at  Hockessin 


John  Bradley,  P.T.  Stephen  Rapposelli,  P.T. 


Professionals  Dedicated 
to  Your  PatienPs  Health 


T Thorough  Evaluation  & 
Treatment 

T Close  Contact  with 
Referring  Physician 
T Convenient  Location 
T Individualized  Attention  to 
Your  Patients 

T Rapid  Response  to  Referrals 


720  Yorklyn  Road  ▼ Suite  110  Hockessin,  De  19707 


(302)  234-2288 
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Seminar 

Pros  and  Cons  of  Practice  Mergers 


At  the 

Sheraton  Inn 
Dover,  Delaware 


At  the 

Christiana  Hilton  Inn 
Newark,  Delaware 


Topics  Discussed  by  Local  Experts: 

• Owner  Compensation  • Financial  & Tax  Matters 

• Buy-In  Buy-Out  Formulas  • Practice  Split-Ups 

• Billing  & Collection  Issues  • Pitfalls  of  Leased  Employees 

• Practice  Valuation  • Legal  Contracts 

• Managed  Care  Agreements  • Employers’  Non-Owned  Auto  Liability 

• Malpractice  Exposures  in  Managed  Care/Capitated  Environments 

Speakers'  Panel: 

Kevin  P.  Brady,  CIC,  K T & D Insurance 
William  F.  Carello,  Carello  Associates 
William  J.  Martin,  Esquire 
William  A.  Santora,  CPA,  Santora,  Starr  & Baffone 

Sponsored  by:  Healthcare  Management  Services,  Inc. 

Cost:  $35  per  Person 
Refreshments  served  after  the  program. 

To  reserve  your  place,  call  Nancy  at  302-737-6200 


AMA  COMMITTEE  REPORT 


AMA  Interim  House  of  Delegates  Meeting 


Constitution  and  Bylaws 

The  overall  tenor  of  the  discussions  concerning 
the  Constitution  and  Bylaws  represented  a 
series  of  challenges  to  the  autonomy  of  the 
Council  on  Ethics  and  Judicial  Affairs,  also 
known  as  CEJA.  The  issues  that  brought  this 
to  the  floor  had  to  do  with  the  discretion  that 
physicians  have  in  treating  their  families  and 
themselves  and  also  the  use  of  samples  from 
drug  companies  in  doing  this.  CEJA  had  within 
the  past  year  passed  a ruling  that  such 
practice,  except  in  a dire  emergency,  are 
unethical.  The  reaction  of  many  members  was 
that  physicians  have  to  make  critical  health 
care  decisions  on  a regular  basis,  emd  this  is 
within  the  spectrum  of  decisions  that  they  are 
capable  of  making,  e.g.,  when  and  whether  to 
treat  themselves,  or  their  families  for  such 
minor  things  as  upper  respiratory  infections, 
UTIs,  etc. 

The  outcome  of  these  discussions  was  that 
the  House  of  Delegates  gave  CEJA  a vote  of 
confidence,  however,  during  the  deliberations 
of  the  House  of  Delegates,  CEJA  also  was  more 
than  willing  to  create  open  hearings  and  to 
provide  advance  notice  and  communication 
about  the  issues  that  they  would  be 
considering,  allowing  AMA  members  the 
ability  to  provide  as  much  input  to  those 
proceedings  as  they  desired. 

There  was  a bylaws  change  which  created  a 
position  for  a young  physician  section  member 
on  the  Board  of  Trustees  of  the  AMA,  and  there 
was  also  support  for  the  Pittsburgh  Protocol  for 
termination  of  life  support  of  organ  transplant 
donors. 


Reference  Committee  B 

There  was  a resolution  for  repeal  of  the 
McCarran/Ferguson  Act  which  provides  anti- 
trust immunity  for  insurance  companies.  After 
considerable  debate,  this  was  referred  back  to 
the  Board  of  Trustees,  because  there  was 
concern  about  the  ability  of  the  AMA  to  lobby 
for  an  easing  of  anti-trust  regulations  for 
physicians  as  well  as  the  anti-trust  impact  on 
physician  owned  health  insurance  companies, 
were  the  AMA  to  actively  support  or  repeal  the 
McCarran/Ferguson  Act. 

The  Medical  Society  of  Delaware’s  resolu- 
tion for  a cost  neutral  point  of  service  benefit 
for  all  HMOs  as  part  of  the  Patient  Protection 
Act,  was  referred  back  to  the  Board  of  Trustees, 
along  with  all  other  issues  regarding  the 
structure  of  point  of  service  options.  It  was  felt 
that  if  too  many  constraints  were  placed  on  the 
point  of  service  option,  that  the  AMA’s  ability 
to  negotiate  on  the  passage  of  the  Patient 
Protection  Act  would  be  impaired  and, 
therefore  referral  to  the  Board  of  Trustees  was 
felt  to  be  a mechanism  to  give  them  the  most 
latitude  to  negotiate  during  the  upcoming 
congressional  session. 

A resolution  was  passed  supporting  the 
need  for  at  least  one  worker  at  every  day  care 
center  to  be  trained  in  CPR,  and  the 
management  of  foreign  body  airway  obstruc- 
tion (the  Heimlich  maneuver).  There  was  also  a 
resolution  concerning  additional  gun  control 
legislation.  A resolution  was  passed  restricting 
third  party  access  to  patient  records  to  only 
those  medical  records  related  to  reimburse- 
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ment  issues.  There  was  a resolution  passed 
supporting  needle  exchange  programs  to 
control  AIDS  in  IV  drug  abusers.  There  was  a 
resolution  opposing  television  advertising  of 
alcoholic  beverages.  There  was  a resolution 
passed  supporting  the  addition  of  the  gram 
stain  to  become  a waived  test  under  GLIA,  and 
there  was  a resolution  passed  stating  that  DEA 
numbers  should  not  be  used  for  reasons  other 
than  controlled  substance  prescribing. 

Reference  Committee  E — 

Science  and  Technology 

Most  of  the  issues  in  this  committee  had  to  do 
with  public  health  recommendations.  There 
was  a discussion  of  the  practice  by  some 
cultures  of  female  circumcision  also  known  as 
female  mutilation,  and  the  AMA  took  a strong 
stand  against  this  practice.  There  was  a 
discussion  of  E.  coli  0157:H7,  which  was 
implicated  in  episodes  of  severe  bloody 
diarrhea  caused  by  contaminated  hamburger 
meat.  The  Reference  Committee  primarily 
wanted  to  draw  attention  to  this,  so  that 
physicians  dealing  with  cases  of  bloody 
diarrhea  would  consider  it  and  culture  for  it. 
There  was  a discussion  of  combination  drugs 
for  tuberculosis,  and  this  was  referred  back  to 
the  Board  because  of  a lack  of  proven  benefit 
and  some  concerns  about  the  combination 
products  being  taken  for  too  long  a period  and 
the  improper  drug  being  taken  at  the  improper 
time.  There  was  discussion  of  the  health  effects 
of  electromagnetic  fields.  The  feeling  being 
that  there  were  no  proven  dangers,  but  that 
surveillance  should  be  maintained,  and 
meaningful  studies  regarding  the  health 
benefits  of  electromagnetic  fields  conducted. 
There  was  also  a resolution  for  heightening 
awareness  among  minorities  to  become  bone 
marrow  transplant  donors,  because  there  has 
been  much  difficulty  in  tissue  typing  minority 
patients  requiring  autologous  bone  marrow 
transplantation.  There  was  a resolution 
approving  the  study  of  non-inhaled  derivatives 
of  marijuana  for  patients  with  terminal  or 
intractable  diseases,  and  there  was  a 
resolution  supporting  improved  education  and 
study  of  appropriate  levels  of  calcium 
supplementation  for  different  age  groups. 
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Reference  Committee  F 

There  was  a discussion  of  the  AMA’s  budget, 
which  has  been  decreased.  Discussion  of  newly 
streamlined  organizational  structure  of  the 
AMA,  which  has  now  just  four  divisions  and 
that  layoffs  and  downsizing  have  occurred 
within  the  AMA.  There  was  approval  of  the 
expansion  of  the  solo  practice  forum  to  include 
small  group  practices, . this  would  create  a 
forum  in  which  the  issues  relative  to  these 
practices  can  be  reviewed  in  an  attempt  to  help 
physicians  in  such  practices  endure  the 
ongoing  process  of  healthcare  reform.  There 
was  approval  of  a resident  member  on  the 
AMPAC  Board  and  approval  of  the  need  for 
training  of  servers  in  restaurants  and  bars  in 
the  Heimlich  maneuver. 

Stephen  R.  Permut  MD 

Reference  Committees  D and  G — 
Deliberations  and  Actions 

At  Interim  1994,  Reference  Committees  D and 
G considered  a total  of  35  Resolutions  and  15 
Reports.  There  was  a great  deal  of  testimony 
heard  referable  to  a number  of  these 
resolutions  relating  to  a variety  of  medical 
issues.  However,  several  resolutions  and  a 57 
page  report  presented  by  the  Board  of 
Trustees,  describing  the  current  trends  in 
managed  care  and  detailing  AMA  strategy  for 
managed  care  and  the  private  sector,  elicited 
considerable  testimony  and  debate. 

A summary  detailing  the  House’s  delibera- 
tions and  actions  has  recently  been  made 
available,  the  highlights  of  which  follow. 

The  House  approved  the  report,  emphasiz- 
ing the  following  four  principles: 

A.  Professionalism  — Medical  Science  and 

Ethics 

B.  Patient  and  Physician  Autonomy 

C.  Patient  and  Physician  Rights 

D.  Practical  Assistance  to  Physicians 

The  House  also  adopted  a substitute 

resolution  specifically  calling  on  the  AMA  to 
undertake  or  continue  the  following  activities: 

1.  Support  at  the  federal  and  state  level 
for  the  “Patient  Protection  Act.” 
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2.  Identify  and  publish  those  cost  factors 
contributing  to  the  escalation  of  health 
care  costs  with  particular  attention  to 
patient  responsibility  and  administra- 
tive costs. 

3.  Support  state  and  county  efforts  on 
behalf  of  member  physicians  dese- 
lected by  managed  care  plans  for  other 
than  quality  reasons. 

4.  Investigate  and  publicize  the  ways 
managed  care  can  be  involved  in 
education,  training,  and  research. 

5.  Evaluate  the  impact  of  managed  care 
plans  on  medical  care  quality  and 
medical  ethics,  and  identify  those 
practices  that  adversely  affect  the 
delivery  of  quality  health  care  services. 

In  addition  the  House  adopted  policies  on 
managed  care  as  it  relates  to  Financial 
Incentives,  Post-Operative  Services,  Pediatric 
Subspecialists,  Board  Certification,  Residents’ 
role  in  Managed  Care,  Medical  Consensus, 
Patient/Physician  Decision-Making,  Physician 
Contracts  and  Services,  Patient  Education  and 
Population  Based  Practices. 

The  House  amended  and  adopted  a 
Resolution  which  calls  for  the  AMA  to  continue 
to  take  a role  in  modifying  and  monitoring 
those  National  Committees  on  Quality  Assur- 
ance (NCQA)  protocol  which  impacts  upon  a 
physician’s  practice. 

Considerable  testimony  was  heard  regard- 
ing Practice  Parameters.  The  House  amended 
and  adopted  the  Report  of  the  Board  of 
Trustees  which  provides  an  update  on  the 
Advisory  Panel  for  Evaluation  of  Practice 
Parameters,  and  recommends  that  the  AMA 
facilitate  efforts  between  organized  medicine 
and  other  users  of  practice  parameters  to 
implement  both  practice  parameters  that  are 
scientifically  sound  and  clinically  relevant,  and 
performance  measures  that  accurately  assess 
quality  and  appropriateness  of  care,  and  to 
initiate  the  development  as  mechanism  to 
optionalize  practice  parameters  for  use  by 
consumers,  third-party  payers  and  others. 

A resolution  dealing  with  equitable 
physician  representation  on  PHO  Boards 
elicited  a great  deal  of  testimony  and  was 
referred  back  to  the  Board  for  decision. 


Considerable  testimony  was  heard  relating 
to  a report  from  the  Council  on  Scientific 
Affairs  relating  to  Pediatric  Immunization 
Practices,  addressing  concerns  over  endorse- 
ment of  the  US  Public  Health  Service’s 
“Standards  for  Pediatric  Immunizations”  and 
recommendation  that  the  AMA  endorse  the 
“Standards”  as  “guidelines,”  that  vaccine 
providers  become  familiar  with  the  Standards 
and  that  members  work  with  departments  of 
public  health,  chapters  of  the  American 
Academy  of  Pediatrics,  and  the  Alliance  to 
implement  the  guidelines  and  goals  specified 
in  the  Standards.  The  report  was  amended  and 
adopted. 

Many  resolutions  relating  to  a number  of 
Public  Health  problems  were  considered  and 
adopted.  These  dealt  with  a number  of  issues 
such  as  Gang  Violence,  Preventing  Violence  in 
America,  Screening  Adolescent  Injury  Victims 
for  Drugs  and  Alcohol,  Guns  in  Hospitals, 
Reduction  of  harmful  effects  of  drugs  on 
Society,  and  Protection  of  Pre-School  Children 
from  Passive  Smoking. 

Considerable  testimony  was  heard  regard- 
ing the  Weekly  Reader’s  biased  and  unbal- 
anced presentation  to  children  on  smoking. 
The  House  adopted  a resolution  that  calls  on 
the  AMA  to  express  strong  objection  to  the 
Weekly  Reader’s  presentation  and  urged  the 
editors  to  include  a balanced  presentation  in 
future  issues. 

The  issues  were  thoroughly  deliberated 
and  action  was  taken.  Members  of  our  AMA 
would  be,  or  certainly  should  be,  proud  of  the 
democratic  manner  in  which  your  AMA 
deliberates  and  establishes  the  policies  which 
provide  the  best  Health  Care  in  the  World. 

A.  P.  Ciarlo  MD 

Reference  Committee  C 

Reference  Committee  C included  reports 
concerning  medical  education  and  topics 
related  to  CME.  A requirement  to  teach 
effective  diagnostic  and  treatment  services  and 
include  practice  management  and  risk  man- 
agement in  medical  schools  was  passed. 
Medical  students  need  to  know  these  areas  to 
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be  prepared  for  the  evolving  health  care 
system.  There  should  be  written  policies  to 
address  adequate  coverage  for  residents  who 
are  ill  or  on  leave.  The  AMA  should  support 
initiatives  to  develop  non-traditional  sites  for 
training,  ie,  nursing  homes,  outpatient  clinics, 
HMOs,  etc.  Medicare  law  would  need  to  be 
changed  to  allow  reimbursement  to  the 
training  facilities  for  these  programs.  There 
was  much  discussion  on  the  various  retraining 
programs  that  are  being  developed  for 
physicians. 

There  was  an  excellent  report  on 
Physician/Nurse  Practitioner  Integrated  Prac- 
tice. The  report  summarizes  findings  from  a 
survey  of  successful  physician-nurse  practitio- 
ner integrated  practices.  This  issue  is  a very 
important  one  for  organized  medicine  and  the 
report  gives  some  excellent  recommendations. 

Resolutions  passed  included  the  following: 

The  AMA  work  with  societies  to  educate 
the  public  regarding  the  differences  between 
the  scopes  of  practice  and  education  of 
physicians  and  other  non-physician  health 
care  workers. 

The  desirability  and  feasibility  of  offering 
certificates  of  added  qualifications  in  addiction 
medicine  is  beyond  the  scope  of  the  AMA. 

The  AMA  urges  licensing  boards  and  other 
credentialing  bodies  to  inquire  into  current 
physician  illness  or  disability  or  those  expected 
to  affect  a physician’s  ability  to  practice. 

That  medical  schools  update  their  phle- 
botomy training  programs  prior  to  students 
entering  clinical  rotations. 

That  alcohol  and  drug  abuse  education  be 
included  in  medical  education. 

That  the  AMA  promote  and  encourage 
primary  care  summer  internships  for  medical 
students. 

That  the  AMA  encourage  physicians  to 
help  increase  rural  health  opportunities  for 
medical  students. 

That  the  AMA  advocate  for  the  provision  of 
on-site  day  care  facilities  for  medical  students 
and  residents. 

That  all  medical  training  programs 
develop  and  implement  policy  regarding 
sexual  harassment  and  exploitation  in  the 
medical  education  environment. 
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That  the  AMA  support  a long  term 
approach  to  the  primary  care  shortage  through 
encouragement  of  programs  such  as  area 
health  education  centers  (AHECs),  and 
expansion  of  the  health  education  loan 
exchange  program  (HELEX). 

Reference  Committee  H 

This  committee  reported  on  the  various  health 
care  data  and  systems.  BOT  report  33 
described  the  status  of  JCAHO  activities  in 
response  to  policies  adopted  by  the  AMA  on 
economic  credentialing,  restoration  of  quality 
standards,  and  medical  staff  self-governance. 
There  has  been  increased  communication 
among  the  AMA  commissioners  to  the  JCAHO, 
the  HMSS,  and  the  AMA  PTAC  (Professional 
and  Technical  Advisory  Committee).  The  BOT 
recommended  that  at  present  the  AMA  seats 
on  the  JCAHO  continue  to  be  filled  from  the 
BOT,  but  that  a goal  be  established  designating 
a proportion  of  those  seats  go  to  non-trustees  in 
the  future,  with  report  back  at  Interim  95. 
There  was  discussion  regarding  release  of 
report  cards  by  the  JCAHO.  Recommendation 
to  express  concern  about  and  monitor  the 
implementation  of  the  public  disclosure  of 
organization  specific  JCAHO  information  was 
made. 

Resolutions  passed  included  the  following: 

That  hospital  notification  of  possible  loss  of 
privileges  be  sent  by  certified  mail,  return 
receipt  requested,  and  that  due  process  should 
be  included  in  the  medical  staff  bylaws. 

That  the  AMA  develop  model  state 
legislation  protecting  medical  staff  against 
arbitrary  denial  or  termination  of  staff 
privileges. 

That  the  AMA  urge  third-party  payers  to 
eliminate  plan  restrictions  for  mental  health 
and  chemical  dependency  treatment  by 
physicians.  (Primary  care  physicians  would  be 
reimbursed  for  treating  depression,  etc.,  in  lieu 
of  referring  to  an  HMO  mental  health 
contractor.) 

That  the  AMA  study  the  impact  of  “carve- 
out”  programs  initiated  by  health  care  plans. 

The  Delaware  delegation’s  resolution 
providing  for  remuneration  for  consultative 
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and  administrative  work  was  supported. 

That  the  AMA  continue  to  ensure  that  all 
components  of  the  RBRVS  are  as  accurate  as 
possible  with  a report  on  their  progress  at 
Annual  95. 

That  the  AMA  seek  to  immediately 
implement  previous  policy  calling  for  the 
dissolution  of  the  national  practitioner  data 
bank. 

That  the  JCAHO  work  with  the  AMA  to 
gain  acceptance  of  the  AMA’s  masterfile 
information  for  credentialing  purposes.  This 
would  provide  a central  data  bank  which  is 
already  set  up  and  streamline  and  reduce  the 
cost  of  frequent  re-credentialing. 

That  the  AMA  oppose  denial  of  medical 
insurance  coverage  to  victims  of  domestic 
violence. 


Michael  J.  Bradley  DO 


Going  beyond  what's  expected  by 
combining  experience  & expertise. 


Because 
your  patients 
are  our  first 
concern,  we 
find  products 
for  the 
patient. ..not 
patients  for 
the  product. 


We  Care. ..We're  a Family  Too! 


WHEN  ITS  TIME  TO  SELECT  AN 
ELECTRONIC  BILLING  SYSTEM 
FOR  YOUR  PRACTICE,  TAKE 
SOME  GOOD  ADVICE  FROM  AN 
EXPERT  ON  THE  SUBJECT. 


Vendor 

I Spotlight 


STI  Computer  Services  is  a VIP  'Preferred' vendor  with 
300  practices  currently  submitting  Medicare  claims  elec- 
tronically. STI  sold  its  first  Perfect  Care  Medical  System 
in  1984  to  a diabetes  specialty  practice  based  in  Prince- 
ton, New  Jersey.  That  system  is  still  being  used  today. 
STI  Perfect  Care  is  a comprehensive  practice  manage- 
ment system  that  offers  everything  you  need  to  comput- 
erize your  practice  — from  appointment  scheduling 
through  clinical  records.  The  system  provides  your  prac- 
tice future  growth  capabilities  using  the  DOS  operating 
system.  For  example,  currently  installed  practices  range 
from  single  computers  in  small  practices,  to  large  group 
practices  with  25  workstations  and  multiple  remote  of- 
fice locations  tied  into  the  system.  For  more  information, 
call  1-215-768-9030,  or  contact: 


Corporate  Office: 

Joseph  M.  Cerra  • STI  Computer  Services,  Inc. 

1150  First  Avenue,  Suite  620  • King  of  Prussia,  PA  19406 

Reprinted  with  Permission  from  the  Medicare  Report, 
November  1993.  © 1993  Pennsylvania  Blue  Shield. 
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Alex  B.  Bodenstab,  m.d. 

IS  Pleased  to  Announce  that 
He  is  Actively  Practicing  with 
First  State  Orthopaedics 


Dr.  Bodenstab  Specializes  in: 

Adult  Reconstructive  Surgery  • Joint  Replacement 
Arthroscopy  • Sports  Injury  Care  • Fracture  Care 


PHYSICIANS 


Michael  J.  Axe,  m.d. 
Alex  B.  Bodenstab,  m.d. 
Stephen  L.  Hershey,  m.d. 


John  T.  Hogan,  m.d. 
William  A.  Newcomb,  m.d. 
Brent  R.  Noyes,  m.d. 
Leo  W.  Raisis,  m.d. 


Bruce  J.  Rudin,  m.d. 
David  T.  Sowa,  m.d. 
Robert  A.  Steele,  m.d. 


SERVICES 


Bone/Joint  Surgery 
Sports  Injury  Care 
Arthroscopic  Surgery 


Fracture  Care 
Spine  Surgery 
Joint  Replacement 


Hand/Micro  Surgery 
Foot/Ankle  Surgery 
X-Ray  Facilities 


// 


Taking  Care  of  Delaware 


n 


4 CONVENIENT  LOCATIONS:  PIKE  CREEK, 
MIDDLETOWN,  NEWARK  & BRANDYWINE 


(302)  731-2888 


NEW  MEMBERS 


As  a service  to  our  readers,  the  members  of  the 
Medical  Society  of  Delaware,  the  Delaware 
Medical  Journal  periodically  provides  a list- 
ing of  new  members  to  each  of  the  state’s  three 
counties.  Each  entry  provides  the  following 
information,  as  available:  name,  office  ad- 
dress, phone  number  and  fax  number.  Those 
members  who  do  not  yet  have  an  office  address 
or  phone  number  may  be  contacted  through 
the  Medical  Society  offices. 

William  R.  Atkins,  MD 

550  Stanton  Christiana  Rd,  Newark  19713 
731-2522 

Phys  Med  & Rehabilitation 
Sports  Medicine 

Temple  University  School  of  Medicine, 
Philadelphia,  1985 

Joseph  C.  Benedetto,  DO 

Ste  302,  700  Lea  Blvd,  Wilmington  19802 

764-9502 

General  Surgery 

University  of  Medicine  & Dentistry  of  NJ,  NJ 
School  of  Osteopathic  Med,  Camden,  1984 

Bruce  N.  Benge,  MD 

Ste  205, 1801  Rockland  Rd,  Wilmington  19803 

652-8990 

Urology 

Jefferson  Medical  College  of  Thomas  Jefferson 
University,  Philadelphia,  1988 


Alexander  A Boytar  MD 

Retired 

Internal  Medicine  (1954) 

Occupational  Medicine;  Phys  Med  & Rehabili- 
tation (1966) 

Semmelweis  Orvostudomanyi  Egyetem, 
Budapest,  1945 

Ivan  Cohen,  MD 

200C,  Webster  Bldg,  3411  Silverside  Rd, 
Wilmington  19810  479-8322 

Psychiatry 

University  of  Pennsylvania  School  of  Medicine, 
Philadelphia,  1970 

Maria  A.  Conwell,  MD 

1303  North  Glen  Dr,  Glen  Mills,  PA  19342 

(610)  358-5448 

Pediatrics 

Medical  College  of  Pennsylvania,  Philadel- 
phia, 1990 

Lamar  Ekbladh,  MD 

4755  Ogletown-Stanton  Rd,  Dept  of  Ob-Gyn, 

Newark  19718 

733-3350 

Obstetrics  & Gynecology  (1975) 

Yale  University  School  of  Medicine,  1968 

Bro  William  A.  Ellert,  MD 

St  Francis  Fam  Pract  Ctr,  7th  & Clayton,  PO 
Box  2500,  Wilmington  19805-0500 
575-8040 
Family  Practice 

Northeastern  Ohio  University  College  of 
Medicine,  1991 
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Albert  El-Roeiy,  MD 

Crozer  Chester  Medical  Center,  One  Medical 

Center  Blvd,  Upland,  PA  19013 

(610)  447-2727 

Reproductive  Endocrinology 

Obstetrics  & Gynecology 

The  Hebrew  University,  Hadassah  Medical 

School,  Jerusalem,  1982 

Ephigenia  M.  Giannoukos,  MD 

312  Lantana  Square,  Hockessin  19707 

234-5959 

Pediatrics  (1991) 

University  of  Athens,  School  of  Medicine, 
Greece,  1979 

Angelo  Grille,  MD 

Medical  Center  of  Delaware,  PO  Box  3048, 

Wilmington  19804 

633-2345 

Emergency  Medicine 

Jefferson  Medical  College  of  Thomas  Jefferson 
University,  Philadelphia,  1990 

Carole  A.  Guy,  MD 

Ste  7,  2006  Limestone  Rd,  Wilmington  19808 
992-0411 

Pulmonary  Disease 
Internal  Medicine  (1991) 

Temple  University  School  of  Medicine, 
Philadelphia,  1988 

Glenn  D.  Hamilton,  MD 

200  Hygeia  Dr,  Newark  19714421-2466 
Family  Practice  (1990) 

Jefferson  Medical  College  of  Thomas  Jefferson 
University,  Philadelphia,  1987 

Charles  E.  Hill,  MD 

1806  N.  Van  Buren  St,  Wilmington  19802 
658-5822 

Internal  Medicine 

University  of  Mississippi  School  of  Medicine, 
Jackson,  1971 

Ley  I.  Imboden,  MD 

Ste  222  Stoney  Batter  Family,  5301  Limestone 
Rd,  Wilmington  19808  234-9109 
Family  Practice 

East  Carolina  University  School  of  Medicine, 
Greenville,  1991 


Victor  R.  Kalman,  DO 

Ste  107,  2600  Summit  Bridge  Rd,  Newark 
19702  832-1555,  832-6224  (fax) 

Ate  101,  1941  Limestone  Rd,  Wilmington 
19808  633-3555 

2501  Silverside  Rd,  Wilmington  19810 
529-1555 

Orthopaedic  Surgery 
Sports  Medicine 

Philadelphia  College  of  Osteopathic  Medicine, 
Philadelphia,  1986 

Karen  Kelly,  MD 

Ste  206,  1941  Limestone  Rd, 

Wilmington  19808-5400 

994-8887 

Pediatrics 

Pennsylvania  State  University,  College  of 
Medicine,  Hershey,  1991 

Bernard  F.  King,  DO 

Ste  C,  2002  Foulk  Rd,  Wilmington,  19810 
475-0900 

Family  Practice  (1994) 

Sports  Medicine 

Philadelphia  College  of  Osteopathic  Medicine, 
Philadelphia,  1990 

Paula  C.  Ko,  MD 

1207  N.  Scott  St,  Wilmington  19806 

652-3353 

Ophthalmology 

Ohio  State  University  College  of  Medicine, 
Columbus,  1989 

Neeta  Kukreja,  MD 

312  Lantana  Dr,  Hockessin  19707 
234-5959,  234-5951  (fax) 

St  Francis  Hospital,  7th  & Clayton  St, 
Wilmington  19805  421-9700 

Pediatrics  (1992) 

Maulana  Azad  Medical  College,  Delhi  Univer- 
sity, New  Delhi,  India,  1987 

Erik  S.  Marshall,  MD 

Ste  208,  4745  Ogletown-Stanton  Rd,  Newark, 
19713  731-7771 
Cardiovascular  Diseases 
Internal  Medicine  (1991) 

University  of  Medicine  & Dentistry  of  New 
Jersey-Robert  Wood,  NJ,  1988 
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Maria  C.  R.  Medrano,  MD 

St  Francis  Health  Center,  312  Lantana  Dr, 
Hockessin,  19707  234-6969 

Pediatrics  (1993) 

College  of  Medicine,  University  of  the  East, 
Philippines,  1987 

Dai  Ok  Moon,  MD 

Omega  Professional  Ctr,  Bldg  C-83,  Newark 
19713  731-0600 
Orthopaedic  Surgery  (1986) 

College  of  Medicine,  Seoul  National  Univer- 
sity, Seoul,  S.  Korea,  1973 

Francis  A-  Palermo,  MD 

Ste  301,  620  Christiana-Stanton  Rd,  Newark 
19701  994-1100 
Cardiovascular  Diseases  (1993) 

Internal  Medicine  (1988) 

Jefferson  Medical  College  of  Thomas  Jefferson 
University,  Philadelphia,  1984 

Joseph  Ravalese,  III,  MD 

Dept  of  RadiationXOncology,  PO  Box  6001, 
Newark  19718  733-1830 
Radiation  Oncology 

Hahnemann  University  School  of  Medicine, 
Philadelphia,  1989 

Gordon  D.  Reed,  MD 

PO  Box  1668,  Dept.  Emergency  Med, 
Wilmington  19899-1668  428-4178 

Emergency  Medicine 

University  of  Texas  Southwestern  Medical 
Center,  Medical  School,  1986 

Harold  Rosen,  MD 

MCD,  501  W.  14th  St,  Wilmington  19801 

428-2962 

Psychiatry  (1976) 

Temple  University  School  of  Medicine, 
Philadelphia,  1970 

Himanshu  S.  Shah,  MD 

102  Weldin,  3411  Silverside  Rd, 

Wilmington  19810 

478-5895 

Ophthalmology 

University  of  Medicine  & Dentistry  of  New 
Jersey-Robert  Wood,  NJ,  1988 


Lenore  Tietjens-Grillo,  MD 

111  West  High  St,  Elkton,  MD  21921 

(410)  392-6033 

Obstetrics  & G3mecology 

Jefferson  Medical  College  of  Thomas  Jefferson 

University,  Philadelphia,  1990 

John  D.  Wilson,  MD 

Ste  101,  2600  Summit  Bridge  Rd,  Newark 

19711-5445  992-9617 

Ste  210,  1941  Limestone  Rd,  Wilmington,  DE, 

19808 

Pediatrics 

Internal  Medicine 

Jefferson  Medical  College  of  Thomas  Jefferson 
University,  Philadelphia,  1990 

Richard  P.  Wilson,  MD 

1207  N.  Scott  St,  Wilmington  19806 
652-3353 

Ophthalmology  (1979) 

University  of  Missouri,  Columbia  School  of 
Medicine,  Columbia,  1973 

Dean  L.  Winslow,  MD 

Barley  Mill  Plaza,  26 \ 1154,  DuPont  Merck, 
Wilmington  19880-0026  892-7224 

Infectious  Disease 

Jefferson  Medical  College  of  Thomas  Jefferson 
University,  Philadelphia,  1976 

Helen  A.  Wolfson,  MD 

200  Hygeia  Dr,  Newark,  19714 
421-2517 

Internal  Medicine 

State  University  of  New  York-Health  Service 
Center  at  Syracuse,  College  of  Med,  1991 

Tai  Yuen  Wong,  MD 

Dept  Pathology,  PO  Box  6001,  4755  Ogletown- 
Stanton  Rd,  Newark  19718  733-3634 

Anat  & Clinical  Pathology  (1992) 
Dermatopathology  (1993) 

Faculty  Medicine,  University  Edinburgh, 
Edinburgh,  1986 
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KENT  COUNTY 
Sidney  B.  Barnes,  MD 

Ste  7,  1001  S.  Bradford  St,  Dover  19904 

736-6166 

General  Surgery 

New  York  University  School  of  Medicine,  New 
York,  1989 

Linda  G.  Caballero-Goehringer,  MD 
A.I.  DuPont  Nemoure’s  Clinic,  1726  S. 
Governors  Ave,  Dover  19901  672-5654 
Pediatrics  (1993) 

University  of  Medicine  & Dentistry  of  New 
Jersey-Robert  Wood,  NJ,  1990 

Hamilton  S.  Carter,  MD 

Emergency  Medicine,  640  S.  State  St,  Dover 
19901  674-7126 
Emergency  Medicine 

Georgetown  University  School  of  Medicine, 
Washington,  DC,  1991 

Renee  J.  Grob,  MD 

942-A  Walker  Rd,  Dover  19904 

678-8333 

Pediatrics 

Temple  University  School  of  Medicine, 
Philadelphia,  1991 

Janine  C.  Islam,  MD 

640  S Queen  St,  Dover  19901  678-8447 
Tulane  University  School  of  Medicine,  New 
Orleans,  1990 

Wendy  S.  Newell,  MD 

905  S.  Governors  Ave,  Dover  19901 

674-2420 

General  Surgery 

University  of  Pittsburgh  School  of  Medicine, 
Pittsburgh,  1989 

Stephen  F.  Penny,  MD 

1093  S.  Governors  Ave,  Dover  19901 

678-8100 

Neurology  (1992) 

Jefferson  Medical  College  of  Thomas  Jefferson 
University,  Philadelphia,  1984 


Gregg  C.  Sylvester,  MD 

Div  of  Public  Health,  PO  Box  637  Jesse  Cooper 
Bldg,  Dover  19903  739-4785 

Pediatrics 

Albany  Medical  College,  Albany,  NY,  1984 

Jean  S.  Tay,  MD 

Kent  General  Hospital,  NICU,  640  S.  State  St, 
Dover  19901  674-7227 

Neonatal-Perinatal  Med  (1991) 

Pediatrics  (1987) 

College  of  Medicine,  University  of  the 
Philippines,  Manila,  1981 

SUSSEX  COUNTY 

’^‘Indicates  a doctor  pending  as  of  3\6\95 
David  M.  Badway,  M.D. 

Ste  9,  Medical  Arts  Bldg,  200  Kings  Highway, 
Milford  19963  424-2150 
Obstetrics  & Gynecology  (1989) 

Pennsylvania  State  University,  College  of 
Medicine,  Hershey,  1983 

*Steven  Berlin,  MD 

1535  Savannah  Rd,  Lewes  19958 
645-4700 

Obstetrics  & Gynecology 

University  of  Health  Science  Chicago  Medical 

School,  Chicago,  1983 

*Earl  B.  Bradley,  MD 

400  Savannah  Rd,  Lewes  19958 

644- 2860 
Pediatrics  (1990) 

Temple  University  School  of  Medicine, 
Philadelphia,  1983 

*Jose  R.  Capiro,  MD 

424  Savannah  Rd,  Lewes,  19958 

645- 3315 
Psychiatry 

Universidad  C.E.T.E.C.,  Escuela  De  Medicina, 
Santo  Domingo,  Dominican  Republic,  1983 

* John  V.  Clift,  MD 

Nanticoke  Memorial  Hospital,  801  Middleford 
Rd,  Seaford,  19973  629-6611 

Emergency  Medicine 
General  Surgery 

University  of  Maryland  School  of  Medicine, 
Baltimore,  1953 
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*Jose  A.  Guzman,  MD 

Milford  Mem  Hosp  Anesthesia,  Clarke  Ave, 
Milford  19963  424-5746 
Anesthesiology  (1994) 

University  of  Medicine  & Dentistry  of  New 
Jersey,  Newark,  1987 

Mary  L.  Hawkins,  MD 

301  Jefferson  Ave,  Milford  19963 
422-3326 

Family  Practice  (1993) 

Virginia  Commonwealth  University  Medical 
College  of  Virginia  School  of  Medicine, 
Richmond,  1990 

Bradley  P.  Mackler,  MD 

Ste  11,  701  Middleford  Rd,  Seaford  19973 

629-4255 

Gastroenterology 

Albert  Einstein  College  of  Medicine  of  Yeshiva 
University,  NY,  1988 

John  C.  Mellinger,  MD 

Ste  9,  200  Kings  Highway,  Milford  19963 
424-2150 


Obstetrics  & Gynecology 

University  of  Pittsburgh  School  of  Medicine, 

Pittsburgh,  1988 

^Kathleen  E.  Remain,  MD 

Dept  of  Pathology,  424  Savannah  Rd,  Lewes 
19958  645-3595 
Pathology  (1991) 

Cytopathology 

Cambridge  University,  School  of  Clinical 
Medicine,  Cambridge,  1983 

Nancy  A.  Squires,  MD 

RR2,  Box  900,  Frederica  19946 
(304)  335-1975,  335-1973  (fax) 

Family  Practice  (1989) 

University  of  Buffalo  School  of  Medicine,  New 
York,  1986 

♦Balepur  S Venkataramana,  MD 

Ste  2,  1632  Savannah  Rd,  Lewes  19958 
644-1266 

Neurological  Surgery  (1980) 

Government  Medical  College,  Mysore  Univer- 
sity, India,  1958 


Rehabilitation  Consultants,  Inc. 


Two  convenient  locations 
Call  302/478-5240  or  302/655-5877 

Silverside  Road  Office  Baynard  Blvd.  Office 

Suite  105  Springer  Bldg.  2100  Baynard  Blvd. 

Concord  Plaza  Wilmington 

3411  Silverside  Road 


Physical  Therapy  • Occupational  Therapy 
• Speech  Therapy 

Comprehensive  Rehabilitation  • Work 
Tolerance  Testing,  Work  Hardening  for  Injured 
Workers  • Family  Sports  Medicine  • Fitness 
Programs  • Hydrotherapy  • Nutritional 
Counseling 

Approved  by  Medicare,  most  Managed  Care,  HMO, 
and  Major  Insurance  Plans 


“Marking  Our  25th  Year  of  Service  to  the  Greater  Wilmington  Area  1970  - 1995” 
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WOMENS  IMAGING  CENTEQ 


OB'GYIS,  ABDOMinAL  APiD  BREAST  ULTRASOUISD 
EISDOVAGIISAL  SCALING 

BREAST  ASFIRATIOIS  OF  SOLID  AISD  CYSTIC  MASSES 
UISDER  ULTRASOmC  GUIDANCE 

AimiOCEISTESIS 

CHORIOISIC  VILLI  SAMFLUSG  PROGRAM* 

WITH  GEISETIC  GUIDANCE  COUNSELING 

*Affitiated  with  the  Medical  Center  of  Delaware 
and  Jefferson  Medical  College 


J 24-26  Omega  Drive 
riewark,  Delaware  19713 

(302)  738-9100 


HOURS:  Mon.  to  Fri.  SAM  - 5FM  • Wed.  SAM  - SFM  • Sat.  SAM  - IFM 
Radiology  Consultants: 

Steven  Edell,  D.O.,  F.A.C.R.  Christine  Dietrich,  M.D.  Barbara  Peters,  M.D. 

Susan  Barnes,  M.D.  Anthony  Scola,  M.D.  Anne  Lee,  M.D. 

Accredited  by  the  American  College  of  Radiology 


BOOK  REVIEWS 


Prescription:  Medicide,  The  Goodness  of 
Planned  Death,  by  Jack  Kevorkian  MD, 
Prometheus  Books,  Buffalo,  NY,  1991,  268  pp., 
$23.95. 

Everyone  who  reads  the  papers  or  listens  to  the 
TV  news  knows  of  Dr.  Kevorkian’s  ongoing 
campaign  to  promote  euthanasia  and  make  it 
legal.  What  is  not  generally  known  is  that  Dr. 
K.  is  not  a newcomer  to  this  effort.  It  began  in 
1956  when  he  was  a second  year  resident  in 
pathology,  and  is  ongoing. 

In  1956  he  noted  the  tremendous 
barbarity,  and  waste  to  society,  in  the  methods 
of  executing  condemned  criminals.  He  gives,  in 
this  book,  a vivid  description  of  the  gruesome 
execution  methods  through  the  ages,  from 
drawing  and  quartering,  stoning,  and  burning 
at  the  stake,  through  hanging,  beheading, 
electrocution  and  lethal  injection.  His  criticism 
of  our  “modern”  methods  is  that  they  do  not 
always  kill  instantaneously,  but  often  permit 
minutes  of  conscious  suffering.  Unless  the 
purpose  of  the  execution  is  societal  revenge,  he 
believes  this  to  be  wrong.  He  proposes  instead 
that  the  prisoner  be  given  the  choice,  with  full 
autonomy,  of  being  executed  by  anesthesia, 
with  the  proviso  that  after  he  is  unconscious, 
useful  medical  experiments  will  be  done  on 
him,  and  suitable  organs  will  be  harvested  for 
transplantation.  The  continuing  anesthesia 
will  then  be  deepened  to  effect  his  death. 

Dr.  K.  then  interviewed  many  prisoners  on 
death  rows  across  the  country,  and  found  some 
who  would  accept  this  option  eagerly,  because 
it  would  be  painless,  and  would  give  them,  “...  a 
chance  to  do  something  right,  at  last.”  He  was 
unsuccessful  in  getting  legislative  support. 


He  next  turned  his  attention  to  those  who 
were  terminally  ill  and  having  unbearable 
suffering,  and  those  who  although  not 
terminal,  were  suffering  without  hope.  Here, 
no  less,  he  thought  people  should  be  given  the 
choice,  with  full  autonomy,  of  having  physician 
help  in  achieving  death  with  peace  and  dignity. 
Here  too  he  would  offer  the  option  of  medical 
experimentation  and  organ  harvesting,  where 
appropriate. 

We  all  know  that  Dr.  Kervorkian  is 
continuing  his  one  man  crusade  to  make 
assisted  suicide  both  ethical  and  legal.  He 
decries  the  misguided  resolve  to  maintain  life 
at  all  costs,  to  the  patient  and  his  family,  with 
unneeded  suffering  and  personal  degradation. 
He  documents  the  continually  changing  state 
of  ethics  through  the  ages  in  response  to 
perceived  societal  needs;  he  says  that  recent 
anonymous  surveys  of  practicing  physicians 
have  shown  that  45  to  65  percentage  believe 
that  terminally  ill  patients  should  get 
physician  help  toward  ending  life  humanely, 
and  that  many  of  those  physicians  are  quietly 
providing  that  help.  He  wants  what  he  calls 
“medicide”  to  be  recognized  as  being  both 
ethical  and  legal,  and  fulfillment  of  the 
physicians  final  obligation  to  his  patient. 

Dr.  Kevorkian  is  surely  strident;  he  is  a 
man  intent  on  accomplishing  his  mission.  He 
has  succeeded  thus  far  in  stirring  up 
thoughtful  debate,  both  in  lay  media  and  in 
medical  circles,  as  for  example,  the  article  in 
JAMA  of  August  18,  1993,  “Doctor,  I Want  to 
Die.  Will  you  Help  Me?” 

David  Platt  MD 
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Abortions,  by  O.J.  Poliak  MD,  PhD,  Carlton 
Press,  New  York,  NY,  1993  63  pp.,  $8.95. 

The  author  of  this  book  is  our  own  Dr.  Otakar 
Poliak,  a retired  pathologist,  an  active  member 
of  The  Medical  Society  of  Delaware.  It  is  a 
thought  provoking  little  book  which  challenges 
the  present  rigid  conceptions  of  both  the  pro- 
choice  and  pro-life  camps. 

Dr.  Poliak  believes  that  life  begins  at 
conception,  and  that  abortion  should  be 
permitted  at  any  time  during  the  nine  months 
of  gestation,  but  only  for  just  cause,  never  as  a 
convenience  elective.  He  recognizes  as  just 
causes  rape,  incest,  the  health  of  the  mother, 
the  health  and  projected  quality  of  life  of  the 
baby,  and  profound  socio-economic  problems 
which  would  strain  the  pregnancy  or  rearing  of 
the  child.  At  every  step  he  would  have 
safeguards  against  abuse.  Medically  or 
genetically  advisable  abortions  would  be  ruled 
on  by  committees  consisting  of  two  qualified 
physicians  and  one  geneticist;  humanitarian  or 
socio-economic  indications  for  abortion  would 
be  reviewed  by  regional  committees  of  one 
sociologist,  one  psychologist,  one  educator, 
plus  such  other  professionals  as  would  be 
required  on  a case  by  case  basis. 

Whenever  possible,  products  of  conception 
would  be  used  for  research,  for  implants  or  for 
transplants. 

For  those  abnormal  fetal  conditions  which 
are  at  present  neither  curable  nor  preventable, 
preventative  abortion  should  not  be  just 
optional,  but  mandatory,  says  Dr.  Poliak.  That 
is  a strong  statement. 

David  Platt  MD 

Preparing  for  the  Twenty-First  Century, 
by  Paul  Kennedy  PhD,  Random  House,  NY, 
1993,  428  pp.,  $25. 


population  has  doubled  to  5.5  billion,  and  it  is 
forecast  that  in  the  next  forty  years  it  will 
reach  10  billion.  Possibly  biotech  farming  will 
produce  enough  food  for  those  billions;  possibly 
that  same  development  will  displace  millions  of 
peasant  farmers  and  drive  them  to  the  slums  of 
the  megacities.  Similarly,  robotic  automation 
may  make  millions  of  factory  workers 
umemployed  and  unemployable.  After  they 
saturate  their  megacities,  there  may  be  a 
massive  migration  of  the  poor  and  uneducated 
from  the  underdeveloped  to  the  developed 
countries,  with  resultant  devastating  social 
and  medical  problems. 

If  no  way  will  be  found  to  control  the 
worldwide  epidemic  of  AIDS,  that  may  be  a 
partial  solution,  but  hardly  a desired  one. 

History  has  shown  that  as  in  each  country 
the  education  and  status  of  women  and  the 
overall  rise  of  individual  income  have  risen,  the 
fertility  rate  has  subsided.  Here  may  be  a 
partial  solution. 

The  soaring  population  worldwide  and  its 
food  and  fuel  needs  are  causing  massive 
deforestation  and  reckless  depletion  of  energy 
and  water  supplies.  Growing  industrialization 
combined  with  overpopulation  will  result  in 
rising  COg  levels  and  global  warming,  which 
will  in  turn  cause  rising  sea  levels  and  loss  of 
coastal  areas. 

Nuclear  energy  and  nuclear  arms  will 
cause  increasing  problems  of  radioactive  waste 
disposal.  Diversion  of  ever  increasing  propor- 
tions of  world  G.N.P.  to  the  military  will  strain 
social  bonds  and  increase  the  likelihood  of 
future  wars. 

Dr.  Kennedy  paints  a bleak  picture.  He 
calls  for  public  recognition  now  of  the  problems 
which  we  shall  be  facing,  and  organized  elforts 
now  to  start  controlling  the  problems. 
Physicians  should  be  in  the  vanguard  of  efforts 
to  find  workable  solutions  to  these  problems. 


This  is  a book  about  the  enormous  public  David  Platt  MD 

health  problems  which  we  shall  be  facing  in  the 

generations  to  come.  Paul  Kennedy  is  a 

professor  of  history  at  Yale  University,  and  is 

the  author  of  the  1988  international  best  seller, 

“The  Rise  and  Fall  of  the  Great  Powers”. 

His  story  starts  with  the  recent  population 
explosion;  in  the  past  forty  years  world 
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Or  Ah  Opbuoiom 
Tlani  Make 
You  Feei  Bethr 


As  an  Air  Force  Reserve  physician, 
you'll  experience  all  the  rewards  of 
providing  care.  And  then  some. 

Because  as  part  of  our  nation's  vital 
defense  team,  you'll  help  protect 
the  strength  and  pride  of  America. 

In  the  Air  Force  Reserve,  you'U  feel 
the  excitement  a change  of  pace 
brings  as  you  gain  the  prestige  of 
military  rank  and  the  privilege  of 
working  with  some  of  the  world's 
best  medical  professionals.  And, 
you  can  update  your  knowledge 
through  the  Air  Force  Reserve's 
wide  selection  of  continuing  edu- 
cational opportunities. 

With  our  new,  flexible  schedule 
programs,  it's  never  been  easier  to 
give  something  back  to  your 
country. 

'The  Air  Force  Reserve.  It's  a great 
way  to  serve. 

CaU:  (800)282-1390 
Or  write  To: 

Km  Mathew 
3720FetchetAve 
Suite  16 

AndrewsAFB,MD  20331-5157 


25-501-0009 


A GREAT  WAY  TO  SERVE 


Jl 


Jii 

;iii 
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U' ' 


VNA  Delivers 
High-risk  Obstetrics, 
Neonatology, 
Pediatric  Care 


and  Smiles. 


At  VNA,  we  are  witnessing  the  birth  of  a new 
generation  in  the  health  care  industry. 

Home  health  care  is  a fast-growing  member  of  this  industry  and  our  Specialty  Care 
Services  were  created  to  grow  with  the  changing  needs  of  patients.  Our  highly  specialized 
home  care  teams  are  ready  to  pick  up  where  the  hospital  leaves  off.  Services 
include  Obstetrics,  Neonatology,  Pediatrics,  Oncology,  HIV/AIDS,  I.V.  Therapies 
and  Rehabilitation.  VNA  is  a high  quality,  low  cost  resource  for  your  family. 

By  discovering  VNA  Specialty  Care  Services,  you  can  look  forward  to  a brighter, 
healthy  future.  And  surely  that’s  something  that  will 
put  a smile  on  your  face.  Call  (302)  323-8200  for  more 
information... we’re  on  call  and  listening  24  hours  a day. 

COME  HOME  TO  VNA  SPECIALIZED 


VNA 


Visiting  Nurse 
Association 
IdelawareI  of  Delaware 


MSD  MONTHLY  ACTIVITIES 


Working  for  You: 
February  1995 


This  feature  was  instituted  in  Septemher’s  Journal  in  response  to  the  question,  “Just  what  does  the 
MSD  staff  and  leadership  do?”  Each  month  we  will  describe  how  your  MSD  staff  and  leadership  are 
serving  you.  It  is  hoped  that  this  will  help  increase  awareness  of  how  involved  your  state  medical 
society  is  on  your  behalf. 


Leadership  Activities 

Stephen  R.  Permut  MD  testified  before  a 
Joint  Sunset  Committee  hearing  on  the 
Board  of  Medical  Practice. 

Carol  A.  Tavani  MD  represented  the  MSD 
at  the  American  Red  Cross  annual 
banquet. 

Joseph  A.  Lieberman,  III,  MD,  MPH,  Jim 
Gill  MD,  and  Mark  A.  Meister  met  with 
representatives  of  PNC  Bank  Trust 
Department  regarding  VIP  funding. 
Meeting  with  Michael  Norman  of  First 
State  Health  Plan  regarding  Medicaid 
Managed  Care. 

Meeting  with  David  Donin,  new  Director 
of  Arbors  Rehabilitation  and  Nursing 
Center. 

Meeting  with  a representative  of  the 
Delaware  Community  Foundation  regard- 
ing a grant  from  the  Welfare  Foundation 
for  the  VIP  program. 

Meeting  with  Dace  Blaskovitz  of  TV 
Channel  2 “Financially  Speaking.” 

Physicians’  Advocacy  Program  Activities 

Conducted  four  on-site  consultations 
regarding  practice  evaluations  and  ac- 
counts receivable  management. 

Met  with  group  of  practice  administrators 
regarding  development  of  networking 
program  for  office  staff. 

Continued  work  on  first  annual  EDI 
Conference  to  be  held  in  April.  Invitations 
were  mailed  the  first  week  of  March. 

Met  with  representative  from  MSD’s  legal 
counsel  to  discuss  worker’s  compensation 
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and  auto  accident  claims  issue. 

Met  with  representative  from  Healthcare 
Delaware/D  VHMO. 

Inservice  for  Medical  Society  of  Delaware 
Resident  Program  “Survival  Skills  for  the 
Future.” 

Answered  various  inquiries  from  physi- 
cians and  their  staffs  on  such  issues  as  new 
documentation  guidelines  for  E & M codes, 
CPT  coding,  OSHA  and  “silent  PPOs.” 

Voluntary  Initiative  Program  Activities 

Referred  127  Medicaid  patients  to  VIP 
participating  physicians. 

Continuing  Medical  Education  Activities 

Sponsored  12  educational  activities  for 
Category  1 credit. 

Major  Meetings 

Maternal  and  Child  Care  Committee 

Physicians’  Health  Committee 

DHCC  Cost  Containment  Committee 

Medico-Legal  Affairs  Committee 

Board  of  Trustees 

KCMS  Quarterly  Meeting 

DHCC  Monitoring  and  Oversight 

SPOC  Workgroup 

Psychiatric  Society  of  Delaware 

Health  Care  Providers  Association 

DFMS  Board  of  Directors 

Medicine  and  Religion  Committee 

Long  Range  Planning  Committee 

Program  Committee 

NCCMS  Quarterly  Meeting 

Public  Laws/Legislative  Action  Committee 
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firm. in  anmnv 


If  your  child  coughs  a lot,  is  often  short  of  breath,  or  wheezes,  especially  at  night  or  after 
running,  she  could  be  telling  you  she  has  asthma.  And  if  left  untreated,  asthma  can  be  life  threatening. 
So  if  you  notice  these  symptoms,  ease  your  mind  and  her  troubles.  See  a doctor. 


Breathe  easier.  Ask  your  doctor  if  it's  asthma. 

'Jatio 
stitu 

t 


National  Asthma  Education  Program 
National  Heart,  Lung,  and  Blood  Institute;  National  Institutes  of  Health;  Public  Health  Service;  U.S.  Department  of  Health  and  Human  Serji 

AMERICAN  LUNG  ASSOCIATION^  ii 


IN  BRIEF 


Additional  Rosters  Available 

Does  your  office  staff  constantly  fight  over  the  use  of  your  Medical  Society  of  Delaware  roster? 
Members  of  the  MSD  can  purchase  additional  rosters  at  the  low  price  of  only  $15  (cost  addi- 
tional for  non-members).  So  order  now  while  supplies  last! 


Jefferson  and  A.  I.  duPont  Institute  Name  New  Pediatric  Chairman 

Alan  R.  Spitzer  MD  has  been  named  the  new  chairman  of  the  department  of  Pediatrics  at 
Thomas  Jefferson  University  Hospital  and  pediatrician-in-chief  at  the  Alfred  I.  duPont  Institute 
Children’s  Hospital  in  Wilmington,  Delaware.  Dr.  Spitzer  replaces  Robert  L.  Brent  MD,  PhD, 
who  continues  his  research  in  developmental  biology  at  A.I.  duPont.  Dr.  Spitzer’s  primary  areas 
of  research  include  neonatal  lung  disease,  technological  intervention  in  the  nursery,  neonatal 
oulmonary  and  neurological  outcome,  and  infant  apnea  and  Sudden  Infant  Death  Syndrome 
(SIDS). 

Cardiovascular  Disease  Review  Course  Offered 

The  Philadelphia  Board  Review  Course  in  Cardiovascular  Diseases  is  being  presented  by  the 
Philadelphia  Heart  Institute  and  The  Graduate  Hospital  at  the  Adam’s  Mark  Hotel  in  Philadel- 
phia, PA  on  October  15-20,  1995.  For  more  information  contact  Ms.  Racell  Payton  (215)  662- 
5341. 


Rehabilitation  Conference  to  be  Held 

The  Seventh  Annual  Pediatric  Rehabilitation  Conference  is  presenting  “Rehabilitation  and 
Reform:  Navigating  the  Waters”  at  the  Alfred  I.  duPont  Institute  on  May  15,  1995.  For  more 
information  contact  Cynthia  V.  Messinger  at  (302)  651-6752. 


Program  on  HIV/AIDS  Care  at  Home 

The  Graduate  Hospital  presents  “The  Growing  Importance  of  HIV/AIDS  Care  at  Home”  on 
Friday,  April  28,  1995  from  7:30  a.m.  - 5:00  p.m.,  at  the  Union  League,  in  Philadelphia,  PA.  For 
more  information  contact  Mary  Martin  at  (215)  790-5400 
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To  Someone 
Who 

Stutters, 

If s Easier 
Done 
Than  Said. 

The  fear  of  speaking  keeps  many 
people  from  being  heard.  If  you  stutter 
or  know  someone  who  does,  write  or 
call  for  our  free  informative  brochures 
on  prevention  and  treatment  of 
stuttering. 


Stuttering 

FOUNDATION 

OF  America 

FORMERLY  SPEECH  FOUNDATION  OF  AMERICA 

A Non-Profit  Organization 
Since  1947 — 

Helping  Those  Who  Stutter 


P.O.  Box  11749 
Memphis,  TN  381 11-0749 

1-800-992-9392 
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The  Delaware  Medical  Journal  is 
a monthly  publication  of  the  Medi- 
cal Society  of  Delaware.  The  Jour- 
nal reaches  approximately  75  per- 
cent of  the  state's  physicians,  as 
well  as  medical  libraries,  and  hos- 
pitals; its  circulation  is  approxi- 
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vertisements are  accepted.  Half- 
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mation, call  the  managing  editor 
at  302/658-7596  or  800/348-6800 
(Kent  or  Sussex  Counties). 
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MRI  Case  of  the  Month 


17  year  old  male  with  injury  to  the  left  knee  while  playing  basketball. 

MRI  examination  of  the  knee  revealed  a complete  tear  of  the  anterior  cruciate 
ligament  (ACL).  The  posterior  cruciate  ligament  was  also  kinked,  consistent  with 
an  ACL  tear.  Surgery  was  performed  and  confirmed  the  findings. 


Central 

Delaware 


MRI 


Low  Claustrophobia  •Turbo  Spin  Echo*  MR  Angiography 


Robert  J.  Varipapa,  MD  Certified,  American  Society  Neuroimaging 

John  B.  Coll,  DO 

1093  S.  Governors  Avenue,  Dover,  DE  19904  (302)  674-5860 


Jhristiana  Imaging  Center  is  undergoing  a 
major  equipment  upgrade  on  one  of  its  two 
MRI  scanners.  Excellence  in  imaging  means  , 
maintaining  the  newest  in  MRI  technology. 
For  physicians  and  patients  this  means: 


Faster  imaging 
>-  Improved  detail 
Music  system 


High-tech  equipment.  Superb  patient  care 
and  comfort.  Unsurpassed  radiologic  expertise 

JPrqfessional  services  provided  by  X-Ray  Associates. 

Medical  IHrectors:  Zelimir  Kozic,  M.D., 
and  John  Witts,  M.D. 


47S1  Ogletown-Stanton  Road 
Newark,  DE  19713 
{302}  731-9800 


PRESIDENT’S  PAGE 


The  1995  National  Leadership  Conference: 
What  the  Future  Holds  for  Medicine 


Over  1,000  leaders  from  all  sectors  of  organized 
medicine  and  other  health  care  organizations 
met  for  three  and  a half  days  in  late  March  at 
the  AMA’s  annual  National  Leadership 
Conference  to  help  shape  the  practice  of 
medicine  in  the  year  2000.  The  focus  of  the 
meeting  was  apparent  from  its  title,  “What  the 
Future  Holds  for  Medicine.”  Those  of  your 
leaders  attending  this  year’s  conference 
included  myself,  Carol  Tavani  MD,  Martin 
Begley  MD,  Mark  Meister,  and  Alliance 
members  Roberta  Chabalko,  Marianne 
Cameron,  Sue  Saliba,  and  Sharin  Saberi.  This 
year  we  combined  attending  the  conference 
with  visits  to  Delaware’s  congressional 
delegation. 

General  and  breakout  sessions  offered 
updates  on  challenges  and  opportunities  in  the 
104th  Congress;  the  ever-changing  medical 
practice  environment;  ethical  issues  and  the 
role  of  the  physician;  the  medical  community’s 
role  in  solving  the  crisis  of  violence  in  America; 
the  impact  of  scientific  advances  in  technology; 
and  the  changing  system  of  medical  education. 
Some  of  the  optional  sessions  I attended 
included  a media  interview  skills  update,  a 
health  legislation  in  Washington  update, 
ethical  issues  in  the  changing  marketplace, 
and  liability  reform  and  managed  care. 

The  format  for  this  year’s  event  was  a 
bridge  between  the  conference  with  our  spring 
meetings  with  the  legislature.  One  year  ago  we 
were  all  worried  about  the  effects  of  the  Clinton 
Health  Care  Reform  package,  and  the  AM  A, 
with  much  credit,  was  able  to  bring  its  message 
to  Congress  as  a strong  voice  for  American 
medicine.  We  all  know  what  happened  next. 


This  year,  the  mood  is  set  for  gradual, 
incremental  reform.  The  AMA  was  able  to 
bring  an  impressive  group  to  speak  to  us  on 
health  system  reform  and  other  topics.  Former 
ambassador  to  the  United  Nations,  Jeanne 
Kirkpatrick  PhD,  spoke  to  us  on  national  and 
international  issues  of  concern  to  our  nation. 
House  Majority  Leader  Newt  Gingrich  (R-GA) 
was  rotmdly  applauded  for  the  House’s  passage 
of  caps  on  noneconomic  damages.  His  views  on 
insurance  reform,  medical  savings  accounts, 
liability  reform  and  support  of  managed  care 
with  a point  of  service  option  are  favorable  with 
ours.  In  the  next  100  days.  Medicare  and 
Medicaid  reform  will  be  on  the  agenda.  Rep. 
Gingrich  would  like  to  see  more  choices 
available  to  the  patient,  possibly  decentraliz- 
ing Medicare  or  privatizing  it  with  a voucher 
system.  He  echoed  many  who  would  later 
speak,  that  reimbursement  cuts  to  physicians 
and  hospitals  cannot  be  expected  to  continue, 
but  rather  a total  look  at  how  Medicare  is 
funded  is  needed. 

Senate  Minority  Leader  Thomas  Daschle 
(D-ND)  agreed  for  the  most  part  with  Rep. 
Gingrich’s  proposals.  On  liability  reform, 
however,  he  would  treat  medical  liability 
reform  as  a totally  separate  package,  to  be 
dealt  with  later  this  session. 

Sen.  William  Frist  MD  (R-TN)  is  a new 
member,  taking  a break  from  his  cardiovascu- 
lar surgery  practice.  In  addition  to  tort  reform 
and  malpractice  reform,  he  sees  the  need  to 
balance  the  federal  budget  as  an  immediate 
problem.  Part  of  this  has  to  include  reducing 
the  rate  of  increase  in  Medicare  and  Medicaid 
from  the  present  10  to  12  percent  down  to  4 to 
7 percent  per  year. 
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Our  most  interesting  speaker  of  the  day 
was  Rep.  Pete  Stark  (D-CA).  Now  that  he  is  a 
member  of  the  minority  party,  his  views  on 
health  system  reform  have  become  dramati- 
cally more  mainstream.  He  is  against  forcing 
seniors  into  managed  care,  is  for  incremental 
changes,  would  allow  an  extension  of  COBRA 
benefits  until  an  individual  is  rehired 
elsewhere;  and  favors  opening  the  federal 
health  benefits  plan  to  individuals.  He 
supports  our  patient  protection  plan  and 
acknowledges  that  the  ERISA  exemption  for 
our  health  plans  must  end.  His  six-part  reform 
plan  includes  insurance  reform,  access  to 
centers  of  excellence,  plan  standards  (PPA), 
choice,  fraud  and  abuse,  and  reducing  the 
hassle  factor.  Sound  familiar? 

The  overall  feeling  one  has  after  attending 
these  conferences  is  similar  to  that  you  feel 
during  your  college  pep  rally  prior  to  the 
homecoming  game.  After  all  the  preparation 
leading  up  to  the  game,  your  emotions  are 
heightened,  your  heart  beats  rapidly  and  you 
are  focused  on  the  goal.  The  AMA  has  done  an 
excellent  job.  Our  lobbyists  had  scored  a major 
victory  two  weeks  previously  when  a medical 
malpractice  cap  on  noneconomic  damages  was 
passed  by  the  U.S.  House  of  Representatives. 
The  stage  was  set  for  our  visits  to  the  Hill  on 
the  last  day  of  the  conference,  and  the 
legislators  were  well  aware  of  our  goals.  The 
AMA’s  plan  for  change  this  year  has  six  broad 
areas.  Medical  liability  reform,  to  include  a cap 
of  $250,000  on  noneconomic  damages;  joint  and 
several  liability;  collateral  source  ruling; 
periodic  payments  and  restriction  of  excessive 
attorney’s  contingency  fees;  maintaining 
Medicare  and  Medicaid  as  viable  programs; 
Patient  Protection  Act  II;  regulatory  relief; 
medical  savings  accounts;  and  incremental 
health  system  reform.  Though  they  are  also 
important,  ERISA  and  antitrust  reform  have 
taken  a back  seat,  as  these  are  thought  to  have 
little  support  in  Congress  this  session. 

The  PPA  II  is  in  principle  the  PPA  from  last 
year  with  a few  notable  additions.  The  five 
broad  principles  remain: 

□ Disclosure  to  patients  of  plan  information, 
rights  and  responsibilities 

□ Freedom  of  choice  for  patients  of  plans  and 
physicians 


□ Access  for  patients  to  physicians  and 

specialists 

□ Physician  involvement  in  quality  assur- 
ance 

□ Disclosure  of  utilization  review  plan 

policies  and  procedures 

The  new  PPA  states  that  nothing  in  this  act 
shall  be  construed  as  an  any-willing-provider 
provision.  Choice  is  further  enhanced  by 
adding  an  optional  point-of-service  plan  if  the 
chosen  plan  restricts  access  to  providers.  A new 
medical  savings  account  option  enhances 
individual  responsibility  and  choice.  It  seems 
that  the  AMA  has  listened  to  the  various  state 
medical  societies  and  produced  an  enhanced 
PPA. 

Armed  with  all  this  information  and 
enthusiasm,  your  delegation  proceeded  to  meet 
with  our  senators  and  congressman.  We  met 
Gioia  Bonmartini  at  Senator  Roth’s  office, 
Matthew  Baumgart  at  Senator  Biden’s,  and 
Kristin  Nolt  at  Congressman  Castle’s.  We  were 
graciously  treated  at  each  office  as  we  gave 
Delaware’s  agenda  items  in  order  of  their 
importance:  malpractice  liability  reform. 

Medicare  reform,  PPA-II,  insurance  industry 
reforms,  and  elimination  of  ERISA.  We 
thanked  Congressman  Castle  for  his  support 
on  the  malpractice  vote  and  urged  our  senators 
to  consider  our  wishes  when  the  vote  comes  to 
the  Senate. 

Your  help  now  is  also  very  important. 
Please  become  involved  by  writing  to  our 
representatives  in  Washington.  As  much  as  we 
hate  it,  politics  is  the  only  game  in  town;  in  that 
regard,  political  action  committees  are  the 
main  way  we  and  the  AMA  have  of  influencing 
Washington.  If  you  have  not  sent  your  money 
in  to  DELPAC,  please  do  so  now!  Your 
contribution  will  also  help  us  in  the  Delaware 
legislature  as  we  try  to  pass  a state  PPA,  VIP 
immunity,  malpractice  reform,  tort  reform, 
optometry  regulations,  and  reform  of  the 
Medical  Practices  Act. 
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and  Compassion. 


At  VNA,  we  strive  to  understand  the  currents  of 
change  that  are  dramatically  changing  the 
health  care  industry.  And  to  have  the  resourcefulness  to  prepare  for  them.  Specialty  Care 
Services  are  a result  of  our  proactive  approach  to  the  times.  The  way  things  are  going, 
home  care  is  becoming  the  wave  of  the  future.  Our  specialists  provide  care  in  Oncology, 
l.V.  Therapies,  HIV/AIDS,  Obstetrics,  Neonatology,  Pediatrics  and  Rehabilitation. 

At  VNA,  we  work  hard  to  provide  the  very  best  care  for  people,  where  they  need 
it  most  — at  home.  Compassion  just  comes 
naturally.  Call  (302)  323-8200  for  more  information., 
we’re  on  call  and  listening  24  hours  a day. 


VNA 


Visiting  Nurse 
Association 
IdelawareI  of  Delaware 


COME  HOME  TO  VNA  SPECIALIZED  HEALTH  CARE. 


Of  Ah  Opouam 
nuraiMAKE 
Vbu  Feei  BtmR 


As  an  Air  Force  Reserve  physician, 
you'll  experience  all  the  rewards  of 
providing  care.  And  then  some. 

Because  as  part  of  our  nation's  vital 
defense  team,  you'll  help  protect 
the  strength  and  pride  of  America. 

In  the  Air  Force  Reserve,  you'll  feel 
the  excitement  a change  of  pace 
brings  as  you  gain  the  prestige  of 
military  rank  and  the  privilege  of 
working  with  some  of  the  world's 
best  medical  professionals.  And, 
you  can  update  your  knowledge 
through  the  Air  Force  Reserve's 
wide  selection  of  continuing  edu- 
cational opportunities. 

With  our  new,  flexible  schedule 
programs,  it's  never  been  easier  to 
give  something  back  to  your 
country. 

The  Air  Force  Reserve.  It's  a great 
way  to  serve. 

Call:  (800)282-1390 
Or  write  To: 

KimlVyhew 
3720  Fetchet  Ave 
Suite  16 

Andrews  AFB,  MD  20331-5157 


25-501-0009 


A GREAT  WAY  TO  SERVE 


RADIOGRAPH  OF  THE  MONTH 


Diane  Coniglio  MD 
Mark  Jones  MD 


Figure  1.  Inspiratory  chest  radio- 
graph. 


Figure  2.  Expiratory  chest  radio- 
graph. 


A 51-year-old  nonsmoking  female  has  a history  of  emphysema  and 
recurrent  lower  respiratory  tract  infections.  Chronic  cough  and 
progressive  dyspnea  have  been  present  following  a severe  pneumonia  as 
an  infant. 

An  inspiratory  (Figure  1)  and  expiratory  (Figure  2)  chest  radiograph 
were  performed  as  well  as  a computed  tomogram  of  the  chest  (Figure  3). 
What  is  your  diagnosis? 
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Diagnosis  — Swyer- James  or  Macleod’s 
Syndrome 

Computed  Tomography  of  the  chest  (Figure  3) 
confirmed  a small  right  lung  with  reduced 
attenuation  and  a small  right  pulmonary 
artery.  No  obstruction  to  the  right  bronchial 
tree  was  noted  and  areas  of  bronchiectasis  in 
the  right  lung  were  apparent. 

In  1953,  Swyer  and  James  described  a 6 
year  old  with  recurrent  pneumonia  and 
bronchitis.  Chest  radiographs  revealed  a 
smaller  right  than  left  hemithorax  with 
decreased  vascular  markings.  A right 
pneumonectomy  showed  emphysema  with 
bronchitis  and  bronchiolitis.  Although  the 
right  hilar  shadow  was  small,  the  right 
pulmonary  artery  was  only  slightly  diminished 
in  size  on  resection.^  The  next  year  Macleod 
described  nine  similar  cases.^ 

The  pathogenesis  of  the  sjmdrome  is  felt  to 
be  the  result  of  bronchiolitis  obliterans 
occurring  during  early  childhood  as  the  limg  is 
still  developing.  Sixty  percent  of  patients  have 
had  childhood  pneumonitis  or  pulmonary 
symptoms.^  Bronchiolitis  obliterans  has  been 
reported  in  children  following  measles, 
adenovirus,  mycoplasma,  influenza,  parainflu- 
enza, and  respiratory  syncytial  viral  infec- 
tions, as  well  as  toxic  inhalation  and  foreign 
body  aspiration.  As  many  as  60  percent  of 
infants  developing  adenovirus  pneumonia  in 
the  first  two  years  of  life  develop  chronic 
pulmonary  disease,  of  which  Swyer-James 
Syndrome  is  an  example.^  Bronchiolitis  leads 
to  bronchiectasis.  Air  trapping,  bullae,  and 
emphysema  occur  as  a result  of  distal  collateral 
ventilation  of  the  lung.®  If  the  infection  occurs 
early  in  life,  the  bronchovascular  structures  of 
the  hypofunctioning  lung  may  fail  to  grow  at 
the  expected  rate  and  the  pulmonary  artery  on 
the  affected  side  becomes  relatively  hypoplas- 
tic (and  hence  the  ipsilateral  hilar  shadow  is 
small). 

Symptoms  attributable  to  the  syndrome 
include  dyspnea,  wheezing,  cough,  hemoptysis, 
chest  pain  and  recurrent  lower  respiratory 
tract  infections.  Chest  expansion  on  the 
affected  side  is  often  reduced  with  diminished 
breath  sounds. 


Chest  radiographs  classically  show  a 
decrease  in  lung  markings  on  the  affected  side, 
with  a smaller  hilar  shadow  and  unilateral 
volume  loss  (Figure  1).  On  expiration  the 
abnormal  lung  deflates  only  partially  and  the 
mediastinum  shifts  to  the  center  (Figure  2)  or 
even  into  the  more  normal  lung  field.  This 
suggests  ipsilateral  airways  obstruction  and  is 
considered  the  sine  qua  non  for  diagnosis.® 

Pulmonary  function  testing  may  show 
airway  obstruction  with  increased  or  reduced 
lung  volumes  and  normal  or  reduced  diffusion 
capacity.'^®  Ventilation-perfusion  liing  scans 
can  be  supportive  of  the  diagnosis  with 
diminished  perfusion  of  the  involved  side, 
relatively  normal  xenon  distribution  at 
equilibrium  and  delayed  xenon  washout  on  the 
involved  side,  again  suggesting  unilateral 
airway  obstruction.®  As  with  computed 
tomography,  nuclear  lung  scans  can  also 
reveal  areas  of  bilateral  involvement  not 
appreciated  on  the  plain  chest  radiograph. 

The  differential  diagnosis  of  Swyer-James 
Syndrome  includes:  a unilateral  “check-valve” 
obstruction  to  a major  bronchus,  collapse  of  a 
lobe  of  the  lung  with  compensatory  overexpan- 
sion of  the  other  lobes,  pulmonary  artery 
agenesis  or  proximal  thrombosis,  and  congeni- 
tal emphysema.^®  Computed  tomography  may 
substitute  for  bronchoscopy  in  excluding 
central  bronchial  obstruction  such  as  foreign 
bodies  in  children  and  tumor  in  adults. 
Vascular  diseases  can  usually  be  excluded  as 
well,  and  areas  of  bronchiectasis  are  more 
readily  seen  than  with  chest  radiographs 
alone.® 

These  patients  appear  to  produce  less 
sputum  than  the  typical  patient  with 
bronchiectasis  and  tend  to  improve  with  age.® 
Surgical  resection  has  rarely  been  performed 
for  intractable  symptoms  or  recurrent  lower 
respiratory  infections.  In  three  patients  in 
whom  there  was  no  blood  flow  to  the  damaged 
lung  by  nuclear  scanning,  the  main  bronchus 
was  occluded  and  the  lung  left  in  place  without 
infectious  complications. “ 
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Pediatrics 

A primaiy  care  practice  in  Delaware  is 
seeking  a staff  physician  Board  certified/ 
Board  eligible  in  Pediatric  Medicine.  We 
practice  in  the  environment  of  managed 
care  programs  and  serving  patients 
enrolled  in  POS,  IPA  & PPO.  Facility  is 
located  in  suburban  setting  next  to  a 
tertiary  care  medical  center  with  compre- 
hensive ancillary  support.  Convenient  to 
Philadelphia,  New  York  and  Washington, 
D.C..  Competitive  salary  and  benefits  to 
include  malpractice  insurance,  CME 
allowance  and  a relocation  package.  For 
confidential  inquiry,  please  call  Patricia 
Matarese,  (302)  421-2513,  or  send  vitae  to 
the  Healthcare  Center  at  Christiana,  P.O. 

Box  6008,  Newark,  DE  19713. 


COMFORTABLE  SENIOR  LIVING  WITH  A PERSONAL  TOUCH 


With  a little  help... 

I do  just  fine  now 

Whenever  I need  a little  help  with  daily  tasks,  the 
wonderful  staff  at  The  Lorelton  is  here  for  me.  As  an 
assisted  living  resident  1 get  extra  help,  but  I still 
enjoy  my  independence.  My  apartment  is  bright  and 
spacious,  and  the  home-cooked  meals  are  absolutely 
delicious.  Best  of  all  is  my  peace  of  mind.  I just  love... 


1k 


LORELTON 


2200  WEST  FOURTH  • WILMINGTON,  DE  19805-3324 
SHORT  AND  LONG  TERM  INDEPENDENT  AND  ASSISTED  LIVING 

Call  today  for  details— (302)  573-3580 
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WOMENS  IMAGING  CENTED 


OB'GYPi,  ABDOMINAL  AND  BREAST  ULTRASOUND 
ENDOVAGINAL  SCANNING 

BREAST  ASPIRATION  OF  SOLID  AND  CYSTIC  MASSES 
UNDER  ULTRASONIC  GUIDANCE 

AMNIOCENTESIS 

CHORIONIC  VILLI  SAMPLING  PROGRAM* 

WITH  GENETIC  GUIDANCE  COUNSELING 

*AfHliated  with  the  Medical  Center  of  Delaware 
and  Jefferson  Medical  College 


J24-26  Omega  Drive 
Hew  ark,  Delaware  19713 

(302)  738-9100 


HOURS:  Mon.  to  Fri.  8AM  - 5FM  • Wed.  SAM  - 8FM  • Sat.  SAM  - IFM 
Radiology  Consultants: 

Steven  Edell  D.O.,  F.A.C.R.  Christine  Dietrich,  M.D.  Barbara  Peters,  M.D. 

Susan  Barnes,  M.D.  Anthony  Scola,  M.D.  Anne  Lee,  M.D. 

Accredited  by  the  American  College  of  Radiology 


SCIENTIFIC  ARTICLE 


Interventional  Cardiology  in  the  Mid-1990s: 
Maturation  of  the  Technique  and  Results  from 
the  Medical  Center  of  Delaware 


Coronary  revascularization  by  percutaneous, 
catheter-based  techniques  has  matured  tre- 
mendously since  its  inception  17  years  ago.^ 
Although  initially  restricted  to  discrete  lesions 
in  single  coronary  vessels,  this  procedure  is 
now  widely  carried  out  in  both  complex  lesions 
and  in  multivessel  disease.  In  fact,  several 
recent  large  randomized  trials  have  shown 
that  in  selected  patients  multivessel  coronary 
angioplasty  gives  short-  and  long-term 
followup  similar  to  cardiac  bypass  surgery,  and 
thus  is  felt  to  be  an  equivalent  form  of 
revascularization. 

This  manuscript  will  examine  the  current 
utilization  of  coronary  angioplasty,  outline  the 
patient  population  in  which  it  is  now  used,  and 
give  £in  overview  of  contemporary  results,  both 
nationally  and  at  the  Medical  Center  of 
Delaware  (MCD),  where  angioplasty  was  first 
carried  out  approximately  eight  years  ago.^  We 
intensively  studied  a one-year  period  at  MCD 
to  assure  precision  and  accuracy  in  assessing 
outcomes. 

Dr.  Doorey  is  the  Associate  Clinical  Professor  ofMedicine  at 
Thomas  Jefferson  University  and  Director  ofinterventional 
Cardiology  of  the  Medical  Center  of  Delaware. 

Dale  Lowe  RN  is  the  Performance  Improvement  Coordina- 
tor for  the  Cardiac  Catheterization  Quality  Review  Com- 
mittee. 

Lt.  Stuart  Shippey  III  is  a graduate  of  Rice  University  and 
will  be  entering  medical  school  in  the  fall  of  1995.  He  is 
currently  a United  States  Naval  Officer. 

Dr.  Hopkins  is  the  Medical  Director  of  the  Cardiac 
Catheterization  Laboratoiy  of  the  Medical  Center  of  Delaware. 


Andrew  J.  Doorey  MD 
Dale  Lowe  RN,  CPHQ 
Lt.  Stuart  Shippey  III 
James  T.  Hopkins  MD 

Initially,  angioplasty  was  carried  out  only 
by  balloon  dilatation  of  stenoses.  Over  the  last 
five  years,  a number  of  additional  innovative 
techniques  have  evolved  and  gradually  become 
clinically  utilized.  Atherectomy,  whereby 
plaque  is  removed  either  by  excision  or 
pulverization,  has  become  available  clinically. 
Although  these  techniques  allow  some  lesions 
to  be  dilated  that  could  not  be  treated  by  other 
means,  several  studies  have  shown  that  these 
techniques  do  not  reduce  restenosis,  the 
problem  they  were  initially  designed  to  solve.®  ® 
Intracoronary  stent  implantation  has  also 
become  available,  either  to  reverse  severe 
dissection  of  an  artery  or  to  optimize  the 
original  balloon  result.  Fortunately,  clinical 
trials  have  shown  that  stent  implantation  can 
very  successfully  reduce  the  complications  of 
threatened  or  actual  acute  closure  due  to 
dissection^  and  also  can  improve  the  acute 
results  of  angioplasty  as  well  as  prevent 
restenosis.®’®  As  these  techniques  have  been 
increasingly  used  in  the  recent  years, 
contemporary  angioplasty  results  have  been 
influenced  by  these  substantial  developments. 

Methods 

All  coronary  interventions  between  July  1, 
1993,  and  June  30,  1994,  were  fully  and 
extensively  analyzed.  Initial  demographics 
and  procedurally  relevant  clinical  risk  factors 
were  entered  by  the  technician/nurse  partici- 
pating in  the  procedure  and  verified  in  writing 
by  the  physician  operator.  These  data  were 
collected  and  tabulated  on  an  electronic  data 
base  by  the  Performance  Improvement 
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Coordinator  for  the  Cardiac  Catheterization 
Quality  Review  Committee  (D.L.).  All  medical 
records  of  involved  patients  were  reviewed  to 
ascertain  whether  any  complications  had 
occurred  during  the  hospitalization  after  the 
patient  had  left  the  Catheterization  Labora- 
tory. Any  clinical  event  that  was  possibly  a 
complication  was  reviewed  by  at  least  two 
physicians  other  them  the  physician  who 
performed  the  procedure.  All  significant 
complications  were  reviewed  by  the  entire 
Catheterization  Quality  Review  Committee, 
comprised  of  all  the  physicians  performing 
invasive  procedures,  at  a monthly  meeting.  All 
complications,  deaths,  and  procedural  failures 
leading  to  emergency  or  elective  surgery  were 
reviewed  in  detail  by  at  least  two  of  the  authors 
(A.D.  and  D.L.)  to  be  sure  that  they  were  being 
appropriately  classified.  The  entire  data  base 
for  the  year  was  reviewed  fully  and 
systematically  by  one  of  us  (S.S.)  and  any 
missing  information  provided  after  a careful 
review  of  the  Catheterization  Laboratory 
documentation  as  well  as  the  patient’s  medical 
records.  At  the  end  of  this  review,  accurate 
data  have  been  provided  on  100  percent  of  the 
procedures  during  the  study  time  period. 

Results 

During  the  12-month  period  from  July  1,  1993, 
to  June  30,  1994,  a total  of  1,257  coronary 
interventions  were  performed.  Of  these,  1,159 
were  balloon  angioplasty  alone,  80  involved 
directional  arthrectomy,  and  18  involved  stent 
implantation.  Of  this  total,  93  percent  were 
fully  successful  (all  lesions  attempted  success- 
fully dilated  with  no  significant  complications); 
3 percent  were  partially  successful  (the  main 
lesion[s]  successfully  dilated  with  failure  to 
dilate  another  lesion[s].  The  latter  were 
usually  chronic  total  occlusions  that  were 
either  well-collateralized  or  supplying  largely 
necrotic  myocardium,  which  were  thus  not 
primary  revascularization  goals  of  the  proce- 
dure); 3 percent  were  unsuccessful  without 
complications,  meaning  that  although  the 
lesions  could  not  be  dilated,  there  were  no 
deleterious  sequela  or  complications;  1.9 
percent  were  unsuccessful  but  complicated 
procedures,  with  the  procedure  generally 


requiring  immediate  cardiac  bypass  surgery, 
usually  due  to  dissection  of  the  coronary 
artery. 

The  rate  of  emergency  surgery  was,  thus, 
1.9  percent.  The  overall  rate  of  cardiac  surgery 
at  any  time  during  the  hospitalization  was  2.1 
percent.  Overall  in-hospital  mortality  from  any 
cause  was  1.3  percent.  It  should  be  noted  that 
many  of  these  deaths  were  unrelated  to  the 
invasive  procedure,  but  are  included  to  make 
for  a direct  comparison  to  the  Medicare  Date 
Base.^° 

Patient  Demographics 
The  patients  ranged  in  age  from  29  to  94,  with 
an  average  of  58.2  years.  Seventy  percent  were 
men  and  23  percent  were  women.  Known  risk 
factors  for  PTCA  were  common  in  this  cohort. 
Twenty-seven  percent  had  an  ejection  fraction 
of  less  than  50  percent;  59  percent  had 
multivessel  disease;  82  percent  had  unstable 
angina;  13  percent  had  previous  cardiac 
surgery;  and  31  percent  had  a myocardial 
infarction  within  the  preceding  10  days.  Forty- 
two  percent  of  these  patients  were  over  65 
years  of  age. 

National  Comparison 
In  1989  we  compared  our  results  with  those  of 
National  Heart,  Lung,  and  Blood  Institute 
Angioplasty  Registiy  (Table  1).  At  that  time, 
we  compared  favorably  in  this  very  detailed 
analysis.  However,  comparison  of  angioplasty 
results  has  become  more  difficult  between 
institutions,  as  there  are  varying  definitions  of 
complications  and  success.  In  order  to  simplify 
this  analysis,  the  federal  government  has 
begun  evaluating  angioplasty  operators  and 
institutions  by  using  “hard”  criteria,  namely 
cardiac  surgery  during  the  hospitalization  and 
mortality  from  any  cause  during  the  hospital- 
ization (Table  2).^°  One  important  finding  from 
these  Medicare  comparisons  is  the  clear 
relationship  between  institutional  volume  and 
mortality  and  the  need  for  cardiac  surgery 
(Figure  2).  The  Medical  Center  of  Delaware’s 
results  compare  favorably  with  not  only  the 
national  average,  but  even  the  “best”  high- 
volume  institutions  tracked  by  Medicare 
(Table  2). 
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NHLBI  Centers 

Medical  Center  of  Delaware 

Primary  Success  (Lesion) 

88% 

94% 

Primary  Success  (Patient) 

Principal  Lesions  Successfully  Dilated 

91% 

94% 

All  Lesions  Successfully  Dilated 

82% 

93% 

Emergency  Cardiac  Surgery 

3.4% 

2.1% 

Non-Emergent  Cardiac  Surgery 

2.2% 

1.5% 

Total  Cardiac  Surgery 

5.6% 

3.6% 

Non-Fatal  Infarction 

4.3% 

2.1% 

In-Hospital  Mortality 

1.0% 

0.9% 

Previous  Cardiac  Surgery 

13% 

13% 

Ejection  Fraction  < 50% 

19% 

28% 

Table  1. 

Comparison  of  Medical  Center  of  Delaware’s  results  as  of  1989  with  those  from  the  National  Heart,  Lung,  Blood  Institute. 
Adapted  from  reference  4. 


Discussion 

Success  rates  for  coronary  angioplasty  have 
increased  dramatically  since  the  inception  of 
this  technique  in  1977,  and  the  complication 
rates  have  similarly  dropped.  This  is  despite 
the  use  of  this  procedure  in  a patient 
population  that  has  become  much  sicker,  with 
a much  greater  number  of  patients  who  are 
older,  have  multivessel  disease,  unstable 
angina,  acute  myocardial  infarction,  and 
markedly  impaired  left  ventricular  function. 
Increasing  operator  experience  as  well  as 
increasing  equipment  sophistication  have 
played  a role  in  this  improvement. 

The  Medical  Center  of  Delaware  has  met 
and  even  exceeded  these  improvements  that 
have  been  found  nationally.  MCD’s  results 
compared  with  the  National  Medicare  Data 


Base  are  both  encouraging  and  reassuring. 
The  Medical  Center’s  very  favorable  compari- 
son to  national  results  in  part  reflects  the  high 
volume  of  procedures  done  there.  The  Medical 
Center  ranks  among  the  top  two  programs  in 
the  entire  Delaware  Valley  for  angioplasty 
volume.  However,  our  results  are  better  than 
even  the  highest  volume,  “best”  operators  in 
the  Medicare  data  base.  In  part,  this  may  be 
because  not  only  does  the  Medical  Center 
benefit  from  high  institutional  volume,  but 
operator  privilege  restrictions  in  effect  at  the 
Medical  Center  have  served  to  keep  the  case 
volume  of  all  practitioners  high,  meeting  and 
exceeding  the  nationally  recommended  re- 
quirements. “ Dr.  Robert  Flinn,  chairman  of 
the  Department  of  Medicine,  and  Dr.  Richard 
Morgan,  chairman  of  the  Credentials  Commit- 


TOTAL  CABG 

DURING  HOSPITALIZATION 

MORTALITY 

MCD 

2.1% 

1.3% 

Medicare 

3.8% 

2.9% 

Medicare  “Best” 

2.8% 

2.6% 

Table  2. 

Comparison  of  Medical  Center  of  Delaware’s  Results  with  Those  From  the  National  Medicare  Data  Base.  Adapted  from 
Reference  10. 
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Figure  IB 


Figure  1C 


Figure  1.  Percutaneous  transluminal  coronary  angioplasty  (PTCA)  begins  when  a guiding  catheter  is  introduced,  usually 
from  the  femoral  artery  into  the  appropriate  coronary  artery  ( 1-A).  Through  this  guiding  catheter,  which  is  simply  a shghtly 
larger  and  firmer  version  of  the  usual  diagnostic  coronary  catheters,  a guidewire  is  advanced  across  the  stenosis  and  then  a 
balloon  is  advanced  over  the  wire  and  then  across  the  stenosis  (1-B).  Failure  to  advance  the  wire  across  the  stenosis  is  not 
uncommon  during  angioplasty  of  totally  occluded  coronaries,  since  one  is  usually  advancing  “in  the  blind.”  This  is  responsible 
for  the  increased  rate  of  failure  to  dilate  totally  occluded  arteries.  After  the  balloon  has  been  advanced  across  the  lesion,  the 
balloon  is  then  inflated  (1-C)  and,  in  the  overwhelming  majority  of  instances,  the  plaque  is  effectively  compressed  and  the 
artery  slightly  expanded  locaDy,  giving  a markedly  increased  coronary  lumen  (1-D),  thus  normalizing  blood  flow.  (Reprinted 
with  permission  from  “Percutaneous  Transluminal  Coronary  Angioplasty,’WeM;  England  Journal  of  Medicine,  Volume  330, 
p.  981-992.) 
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PTCA  Procedures/HospitalA'ear 


Figure  2.  Comparison  of  mortality  both  during  the 
hospitalization  and  within  30  days  compared  to  the 
number  of  Medicare  PTCA  procedures  per  hospital  per 
year.  The  Medical  Center  of  Delaware  is  unable  to  track 
30-day  mortality  due  to  unavailability  of  the  Medicare 
electronic  data  bases;  we  have,  therefore,  used  in-hospital 
mortality.  The  arrow  points  to  the  data  representing 
overall  mortality  for  the  Medical  Center  of  Delaware. 
During  the  period  reported  upon,  499  Medicare  cases  were 
performed. 

tee,  deserve  credit  for  their  considerable 
foresight  in  setting  up  this  system.  A new 
operator  for  coronary  angioplasty  can  only  be 
added  at  MCD  for  each  additional  100  cases 
that  are  performed  on  a yearly  basis.  Despite 
the  Medical  Center  being  essentially  a private 
practice  setting  with  a number  of  different 
practitioners  and  groups  of  practitioners,  this 
system  has  worked  very  well  practically  and 
politically.  Currently,  two  multi-member 
cardiology  groups  as  well  as  two  solo 
practitioners  share  privileges  for  coronary 
angioplasty.  This  assured  operator  experience 
and  mandated  continuing  medical  educational 
experience  in  interventional  cardiology  un- 
doubtedly contribute  to  the  Medical  Center’s 
superb  ranking  in  regional  Medicare  compari- 
sons. 

An  additional  factor  in  our  excellent 
results  has  been  our  experience  with 
percutaneous  cardiopulmonary  bypass,  a “bail- 
out” device  to  provide  circulatory  support  even 
in  the  presence  of  cardiopulmonary  collapse. 
The  Medical  Center  received  national  recogni- 
tion last  year  with  the  publication  of  our  series 


(using  this  device  in  the  Catheterization  Lab), 
the  largest  and  most  successful  series 
published  to  date.^^  Although  fortunately  not 
needed  often,  this  device  has  the  potential  to 
“reverse  death”  in  the  Catheterization  Labora- 
tory in  a large  percentage  of  patients  with  acute 
deterioration. 

Finally,  note  is  made  that  an  increasingly 
important  factor  in  the  decline  in  catastrophic 
complications  has  been  the  introduction  of 
another  “bail-out”  device,  the  intracoronary 
stent.  These  stents  are  very  valuable  in 
reversing  coronary  dissection,  the  usual  cause 
of  catastrophic  angioplasty  failure.^  During  the 
time-frame  upon  which  we  have  reported,  the 
first  generation  of  such  stents  was  just 
beginning  to  be  utilized  in  the  latter  half  of  the 
time  period.  Since  then,  a more  sophisticated 
version  of  the  stent  has  been  released,  and  the 
most  experienced  investigators  feel  that  these 
devices  will  ultimately  reduce  catastrophic 
complications  by  up  to  80  percent. 

Thus,  the  safety  and  efficacy  of  coronary 
angioplasty  will  undoubtedly  be  even  further 
improved  in  the  near  future. 

Summary 

Coronary  angioplasty  has  continued  to  evolve 
and  mature  and  is  now  used  in  an  increasing 
array  of  coronary  lesions  in  an  ever-broadening 
selection  of  patients.  Although  the  patients 
treated  have  continually  been  sicker  and  those 
with  more  advanced  disease,  the  clinical  results 
of  this  procedure  have  continued  to  improve. 
This,  combined  with  carefully  controlled 
studies  that  show  a near  equivalence  of 
multivessel  angioplasty  and  bypass  surgery  in 
selected  patients,  ensure  that  coronary 
angioplasty  will  continue  to  play  an  important 
role  in  coronary  revascularization  in  the 
future. 
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Major  Complications  Associated  with  Termination 
of  a Second  Trimester  Pregnancy:  A Case  Report 
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James  Levey  MD 


Abstract 

Dilation  and  evacuation  is  the  most  common 
and  safest  means  of  pregnancy  termination 
during  the  first  and  early  second  trimesters. 
The  major  complication  is  uterine  perforation. 
This  can  lead  to  significant  sequela  including 
hemorrhage,  infection,  and  embolism.  This 
case  illustrates  how  these  complications 
present  and  how  they  can  be  effectively 
controlled  with  aggressive  medical  and 
surgical  management.  As  long  as  the 
procedure  is  done  in  a setting  where  these 
problems  can  be  addressed,  dilation  and 
evacuation  remain  the  method  of  choice  for 
first  and  early  second  trimester  terminations. 

Introduction 

Prior  to  Roe  v.  Wade  there  were  significant 
risks  and  complications  associated  with 
pregnancy  termination.  This  technique  has 
been  reduced  to  the  level  of  a minor  outpatient 
surgical  procedure  with  minimal  risks,  due  to 
the  advances  in  proper  technique  and 
equipment.  The  mortality  rate  for  legal 
abortions  in  the  United  States  declined  from 
8.2/100,000  in  1971-72  to  0.5/100,000  in  1981.i 
This  ratio  changes,  however,  depending  on 
gestational  age  at  the  time  of  the  procedure.  As 
pregnancy  progresses,  morbidity  and  mortal- 
ity also  increase;  as  high  as  three  to  five  times 
higher  during  the  second  trimester  compared 
to  first  trimester  abortions.^ 

Drs.  Trott,  Ziegler,  and  Levey  are  physicians  with  the  De- 
partment of  Obstetrics  and  Gynecology  at  Christiana  Hospi- 
tal, Medical  Center  of  Delaware. 


The  major  causes  of  death  related  to 
terminations  in  the  United  States  are  infection 
(23  percent),  embolism  (23  percent),  hemor- 
rhage (20  percent),  and  complications  associ- 
ated with  anaesthesia  (16  percent).^  Although 
the  complication  rate  is  higher  as  pregnancy 
progresses,  the  causes  of  death  remain 
constant  for  all  terminations.  Currently  in  this 
country  the  preferred  choice  for  terminations 
between  eight  and  15  weeks  past  the  last 
menstrual  period  is  dilation  and  evacuation. 
This  method  may  be  used  up  to  20  weeks 
gestation;  however,  laminaria,  saline  or  urea 
infusions,  and  prostaglandin  have  all  been 
used  successfully  to  terminate  pregnancy.^ 
This  case  illustrates  how  a potentially  lethal 
complication  can  occur  in  what  appears  to  be  a 
common  and  routine  procedure. 

Case  Report 

The  patient  is  a 30-year-old  white  female 
gravida  4 para  2 with  one  prior  missed  abortion 
requiring  evacuation.  At  16  weeks  gestation 
the  diagnoses  of  an  intrauterine  fetal  demise 
was  established.  A consultation  with  her 
physician  and  a complete  discussion  of  the 
options  available  for  this  situation  including 
saline  infusion,  vaginal  prostaglandins,  and 
dilation  and  evacuation  was  explained.  The 
option  of  dilation  and  evacuation  was 
requested,  and  the  patient  was  taken  to  the 
minor  surgical  suite.  She  was  placed  in  the 
dorsal  lithotomy  position  and  a paracervical 
block  using  20  milliliters  of  1 percent  lidocaine 
was  used.  Her  cervix  was  dilated  using  Pratt 
dilator  to  a #47  and  suction  curettage  was 
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performed  using  a #16  plastic  suction  curet 
without  any  noticeable  complications.  Her 
estimated  blood  loss  was  less  than  100 
milliliters.  The  specimen  was  examined  and  all 
fetal  parts  were  identified.  On  inspection  of  her 
perineum  prior  to  completion,  the  patient  was 
noted  to  have  a continuous  but  minimal  flow  of 
blood  per  vagina.  The  patient  was  given  20 
units  of  oxytocin  with  her  intravenous  fluids. 
Her  vaginal  bleeding  quickly  dissipated  and 
the  patient  was  prepared  for  discharge  to 
home. 

Immediately  prior  to  discharge,  the  patient 
began  to  complain  of  feeling  lightheaded.  On 
physical  examination  she  was  noted  to  be  pale, 
diaphoretic  with  a blood  pressure  of  86/32.  At 
this  time  it  was  decided  to  observe  the  patient 
and  continue  intravenous  flmds.  The  patient’s 
physical  condition  did  not  improve  and  she  was 
admitted  with  a working  diagnosis  of 
disseminated  intravascular  coagulation  associ- 
ated with  a 16  week  fetal  demise  after  a 
dilation  and  evacuation.  Her  hematocrit  at  this 
time  was  22.5  with  202  platelet  from  a baseline 
of  34.3  and  196.  After  admission,  the  patient 
began  to  complain  of  right-sided  abdominal 
pain  described  as  constant  and  increasing  in 
intensity.  She  was  transfused  with  two  units 
packed  red  cells  and  increased  her  hematocrit 
to  29.1.  The  patient  was  scheduled  for  an 
emergent  pelvic  ultrasound  to  confirm  a 
diagnosis  of  broad  ligament  hematoma, 
sustained  as  a direct  injury  from  the  surgical 
procedure.  The  patient  quickly  deteriorated 
and  was  deemed  unstable  for  ultrasound  and 
was  propped  for  exploratory  laparotomy. 

An  exam  under  anaesthesia  revealed  a large 
palpable  mass  in  the  adnexa  bilaterally.  The 
peritoneal  cavity  was  entered  through  a 
vertical  subumbilical  incision  which  was 
extended  to  just  above  the  umbilicus.  It  was 
determined  that  the  patient  had  no  free 
peritoneal  blood  but  rather  a large,  approxi- 
mately 15  cm,  hematoma  anterior  to  the  uterus 
and  two  large  hematomas  extending  from  the 
pelvis  up  both  paracolic  gutters.  The  hematomas 
were  expanding  while  being  visualized  and  it 
was  the  decision  of  the  surgeon  to  proceed  with 
a hysterectomy.  Due  to  hypotension  and 
tachycardia  during  the  procedure,  the  patient 
received  blood  replacement.  The  uterus  and 


cervix  were  removed  but  both  ovaries  and 
tubes  were  conserved. 

The  uterus  was  inspected  for  evidence  of 
perforation  after  removal.  No  defect  in  the 
uterine  fundus  or  body  was  noted.  The  uterine 
cavity  was  completely  emptied  without 
products  of  conception.  The  gutter  hematomas 
were  inspected  and  appeared  stable,  therefore 
were  not  evacuated  but  left  to  resolve.  The 
patient  was  sent  to  recovery  with  stable  vitals. 

On  post-operative  day  one,  the  patient 
began  to  complain  of  severe  shortness  of 
breath.  Physical  exam  revealed  tachycardia 
and  rales  in  the  right  lung  field.  A chest  film 
was  obtained  that  showed  prominent  bilateral 
atelectasis.  Arterial  blood  gas  on  four  liters 
oxygen  revealed  a pH  of  7.42,  pCOg  35.4,  pOg 
59,  and  a saturation  of  91  percent.  The  patient 
was  started  on  intravenous  heparin  for  a 
presumed  pulmonary  embolism.  A ventilation/ 
perfusion  scan  done  shortly  thereafter  showed 
low  probability.  The  patient’s  condition  began 
to  deteriorate  and  require  invasive  monitoring 
and  ventilatory  support.  She  was  transferred 
to  the  medical  intensive  care  imit  for  central 
line  placement  and  intubation  due  to 
respiratory  distress.  The  patient  was  sus- 
pected to  be  fluid  overloaded  and  aggressive 
diuresis  was  employed  with  close  monitoring  of 
hemodynamic  parameters.  On  subsequent 
serial  laboratory  reports,  a declining  hemat- 
ocrit implicated  possible  active  bleeding.  In 
light  of  her  present  clinical  condition,  surgery 
was  best  avoided.  Blood  replacement  was 
administered  when  the  hematocrit  decreased 
to  a nadir  of  19.2.  The  patient  received 
transfusions  secondary  to  a decreasing 
hematocrit.  After  four  units  of  packed  red  blood 
cells  were  given  with  one  unit  of  fresh  frozen 
plasma  the  hematocrit  stabilized. 

In  the  following  two  days  the  patient  slowly 
began  to  respond  and  was  weaned  from  the 
ventilator  on  post  operative  day  three.  She  was 
transferred  from  the  intensive  care  unit  on 
post  operative  day  five  and  discharged  home  on 
day  nine. 

Discussion 

This  case  demonstrates  how  as  seemingly 
innocuous  procedure  as  a dilation  and 
evacuation  for  pregnancy  termination  can 
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become  a medical  and  surgical  management 
dilemma.  Although  the  risk  of  uterine  injury  is 
considered  low  in  the  first  trimester,  as 
previously  discussed,  the  risks  increase 
dramatically  in  the  second  trimester.  Dilation 
and  evacuation  is  the  most  frequently  used  and 
safest  method  for  first  and  early  second 
trimester  abortions.®  Although  uterine  perfo- 
ration during  first  trimester  dilation  and 
evacuation  is  often  a benign  occurrence. 
Perforation  during  second  trimester  proce- 
dures with  larger  cannulas  and  grasping 
forceps  can  lead  to  significant  sequela.®  This 
has  lead  to  consideration  of  other  abortive 
methods  for  gestations  greater  than  15  weeks.^ 

The  patient’s  initial  post-operative  presen- 
tation both  clinically  and  laboratory  was 
postulated  to  be  caused  by  a uterine 
perforation.  Failing  to  demonstrate  a perfora- 
tion within  the  uterine  fundus  and  body, 
entertains  the  most  probable  site  of  injury  to  be 
the  cervical  branch  of  the  uterine  artery.  In 
damaging  this  artery,  retroperitoneal  bleeding 
began  and  developed  into  bilateral  hematomas. 
This  location  is  least  common,  since  most 
perforations  pierce  the  uterine  body  either 
anteriorly  or  posteriorly.  Posterior  uterine 
perforations  can  lead  to  bowel  trauma. 
Operators  performing  this  procedure  should 
always  consider  perforation  as  a complication 
and  be  prepared  to  initiate  aggressive  medical 
and  surgical  care. 

Uterine  perforation  occurs  in  about  0.4 
percent  of  all  second  trimester  dilation  and 
evacuations  between  12  and  16  weeks.  This  is 
usually  the  inciting  event  leading  to  hemor- 
rhage, infection,  embolism,  and  possibly  death. 
Despite  this,  the  procedure  is  still  safer  than  its 
alternatives,  amnioinfusion  or  prostaglandin 
techniques.  This  is  especially  true  if  the 
surgeon  believes  there  was  a problem  and 
completes  the  procedure  under  ultrasonic  or 
laparoscopic  guidance.’  In  summary,  dilation 
and  evacuations  have  the  potential  to  cause 
significant  morbidity  and  mortality  and  the 
operators  should  perform  this  procedure  only 
where  intensive  treatment  can  be  instituted. 
The  operators  should  always  be  wary  of  uterine 
perforation  and  not  be  hesitant  to  complete  the 
procedure  under  ultrasonic  or  laparoscopic 
visualization  if  a perforation  is  suspected. 
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LETTERS  TO  THE  EDITOR 


DuPont  Merck  Offers  Clarification 
of  March  ‘‘President’s  Page” 


Dr.  Michael  J.  Bradley’s  “President’s  Page”  in 
the  March  1995  Delaware  Medical  Journal 
was  a good  summary  of  some  of  the  issues  that 
the  evolution  of  managed  care  presents  to 
practicing  physicians.  The  change  in  the 
health  care  delivery  system,  to  extensive  use  of 
managed  care,  has  progressed  to  the  point  now 
that  the  practice  of  medicine  will  never  again 
be  as  it  was  even  two  short  years  ago. 
Physicians  still  have  opportunities,  however, 
to  participate  in  assuring  quality  of  health  care 
and  concern  for  the  patient’s  well  being. 

There  is  one  sentence  in  Dr.  Bradley’s 
article,  however,  that  needs  correction  and 
clarification.  He  states  “some  self-insured 
companies  have  contracted,  for  a fixed  cost,  the 
medical  care  of  their  employees  to  third  parties 
(Aetna/DuPont).” 

While  it  is  true  that  Aetna  is  the  carrier  of 
our  health  care  plan  in  the  Wilmington  area  as 
well  as  other  geographic  areas,  we  don’t  look  to 
Aetna  to  provide  “medical  care”  of  our 
employees. 

The  health  care  plan  for  DuPont’s 
employees,  retirees  and  survivors  in  the 
United  States  was  designed  by  DuPont’s 
health  care  benefits  specialists.  It  is  an 
identical  plan  in  all  50  states,  with  six  different 
carriers  administering  it.  It  is  not  a plan  just 
purchased  from  Aetna  or  from  any  other 
carrier. 

DuPont  pays  the  actual  costs  incurred  for 
the  health  care  given  to  our  some  315,000 
beneficiaries  and  pays  the  carriers  a negoti- 
ated, fixed  fee  for  administering  the  plan  and 
for  developing  and  managing  the  network  of 
providers.  We  look  to  the  capable,  conscien- 


tious providers  in  all  the  networks  to  provide 
medical  care  to  people  covered  by  DuPont’s 
health  care  benefit,  not  to  Aetna  or  the  other 
carriers.  We  do,  however,  expect  the  carriers  to 
assure  that  the  networks  have  only  capable, 
qualified,  conscientious  providers. 

Thanks  for  publishing  this  clarification  of 
the  potentially  confusing  statement. 

Bruce  W.  Karrh  MD 
Vice  President 
Human  Resources 
DuPont  Merck 
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Medicine  at  the  Crossroads,  The  Crisis  in 
Health  Care,  by  Melvin  Konner  MD  PhD, 
Pantheon  Books,  New  York,  NY,  1993,  298  pp., 
$23. 

Dr.  Konner  is  an  anthropologist  who  taught  at 
Harvard  University  and  also  was  active  in  field 
work.  Later,  he  decided  to  go  to  medical  school. 
After  he  received  his  MD  at  Harvard  and 
training  in  psychiatry  and  neurology,  he 
returned  to  teaching,  both  anthropology  and 
medicine,  first  at  Harvard,  and  now  at  Emory 
University.  This  book  was  written  as  a 
summation  and  offshoot  of  a popular  TV  series, 
“Medicine  at  the  Crossroads.” 

Dr.  Konner  starts  with  a quotation  from 
Anaurin  Bevan,  “No  society  can  legitimately 
call  itself  civilized  if  a sick  person  is  denied  aid 
because  of  lack  of  means.”  He  than  says  that 
the  United  States  has  the  best  medical  care  in 
the  world,  for  those  who  can  afford  it.  Then, 
step  by  step,  he  analyzes  what  is  wrong  with 
our  medical  care,  and  what  specific  measures 
we  should  take  to  remedy  it. 

He  insists  that  diseases  cannot  properly  be 
considered  by  themselves,  but  only  within  the 
social  construction  in  which  they  occur,  that 
the  individual  must  take  responsibility  for  his 
health,  and  that  the  physician,  always 
supportive,  must  never  take  away  all  the 
patient’s  hope.  He  calls  for  less  time  and 
emphasis  in  physician  training  on  the  severely 
ill  hospital  in-patients,  and  far  more  on 
ambulatory  care,  with  emphasis  on  the  caring 
human  face  of  medicine. 

Before  we  can  get  truly  good  health  care, 
he  says,  we  must  solve  some  basic  socio- 


economic problems,  for  the  person  who  has  no 
hope  for  the  future  will  become  a hopeless 
patient.  He  includes  here  the  problems  of  drug 
addiction  and  AIDS.  He  accuses  us  as  a nation 
of  abandoning  the  world’s  children  to 
preventable  diseases,  of  actively  promoting 
tobacco  addiction  in  third-world  countries,  and 
of  doing  too  little  for  the  worst  world  problem, 
that  of  overpopulation. 

Medical  education,  he  says,  must  stress 
prevention,  and  more  young  people  must  be 
attracted  to  primary  care.  He  has  a step-by- 
step  approach  to  solving  the  other  problems  of 
our  health  care  delivery  system.  Whether  or 
not  you  will  agree  with  his  recommended 
solutions,  you  will  do  well  to  read  this 
thoughtful  book. 

David  Platt  MD 

Problems  With  Patients;  Managing  Com- 
plicated Transactions,  by  Kingsley  Norton 
MD  and  Sam  Smith  MD,  Cambridge  Univer- 
sity Press,  New  York,  1994,  174  pp.,  $54.95 
hardcover,  $24.95  paperback. 

Dr.  Norton  is  a teaching  forensic  psychiatrist 
at  St.  George’s  Hospital  Medical  School  in 
London,  and  Dr.  Smith  is  a trainer  of  family 
physicians  at  the  Helsby  Health  Center, 
Warrington,  England.  In  this  book  they 
attempt  to  explain  what  makes  a problem 
patient  a problem,  what  the  physician’s 
personality  and  background  bring  to  the 
problem,  and  how  can  be  reconciled. 

When  patients  meet  doctors,  they  write, 
their  personalities  and  ability  to  form 
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relationships  affect  the  professional  interac- 
tion. Things  can  go  wrong  to  adversely  affect 
the  outcome  of  the  consultation.  The  book 
describes  the  many  things  that  may  complicate 
the  clinical  interaction,  and  gives  the  doctor 
insight  the  better  to  manage  the  difficult 
patient.  Every  chapter  has  clinical  vignettes  to 
illustrate  its  points. 

The  authors  are  not  concerned  with 
treating  psychological  disorders.  Instead  they 
attempt  to  help  generalist  physicians  bypass 
personality  and  background  problems  in  the 
patients  they  see  every  day,  to  get  the  clinical 
transactions  down  to  simple  straightforward- 
ness by  using  a methodical  approach.  They  do 
this  by  the  use  of  theory  charts  coupled  with 
abundant  clinical  case  reports.  They  conclude, 
“If  after  reading  this  book  the  reader,  when 
next  confronted  with  a problem  patient,  first 
reflects  on  what  contribution  he  might  be 
making  to  the  complication,  then  the  book  will 
have  achieved  its  purpose.” 

David  Platt  MD 

Death  and  Dignity,  by  Timothy  E.  Quill  MD, 
W.W.  Norton  & Co.,  New  York,  1993,  255  pp. 

Dr.  Quill,  who  is  associate  professor  of 
medicine  and  psychiatry  at  the  University  of 
Rochester  School  of  Medicine  and  Dentistry, 
startled  the  medical  community  with  his  New 
England  Journal  of  Medicine  article  present- 
ing openly  all  details  of  his  assisting  his 
terminally  ill  leukemia  patient,  Diane,  to 
commit  suicide.  Because  of  that  article,  he  was 
indicted  for  criminal  wrongdoing,  and,  after  a 
long  trial,  acquitted. 

Death  and  Dignity  is  an  attempt  by  Dr. 
Quill  to  outline  the  extent  of  the  problem, 
wherein  physicians  now  quietly  help  their 
patients,  without  societal  supervision  or 
sanction.  He  says  that  20  percent  of  the  health 
care  dollars  are  spent  on  wasted  treatment  in 
the  last  two  months  of  life,  with  intense 
personal  suffering  by  the  patient.  He  estimates 
that  6,000  deaths  a day  in  the  United  States 
are  now  quietly  physician  assisted,  either  by 
the  double  effect  of  large  doses  of  pain 
relievers,  or  of  discontinuing  or  not  starting 
life-prolonging  treatment. 


Dr.  Quill  says,  “We  must  train  physicians 
to  balance  their  drive  to  extend  life  with  a 
mandate  to  listen  and  learn  from  their 
patients,  especially  those  who  are  dying.”  He 
assigns  to  the  patient  who  is  mentally  intact 
and  not  depressed  the  right  to  decide  whether 
or  not  to  continue  painful  treatment  or  to  have 
only  “comfort  care,”  and  the  assurance  that  the 
physician  will  always  be  there  in  a supportive 
role  helping  the  quality  of  life,  and  ready  to 
assist  suicide,  when  decided  by  the  patient,  if 
conditions  become  unbearable.  He  does  not 
condone  euthanasia,  either  active  or  inactive, 
but  a suicide  wherein  the  physician  makes  the 
means,  such  as  an  overdose  of  barbiturates, 
available.  He  thinks  that  both  the  physician 
and  family  members  should  be  present  and 
supportive  when  the  patient  takes  the  final 
step. 

Dr.  Quill  suggests  seven  conditions  which 
should  be  required  to  make  physician-assisted 
suicide  legal.  They  are  all  reasonable, 
including  that  a competent  and  not  depressed 
patient  makes  the  decision  of  his  or  her  own 
free  will  when  suffering  from  an  incurable 
condition  associated  with  unrelenting,  intoler- 
able suffering,  despite  all  possible  comfort  care. 
He  insists  that  this  should  be  done  openly,  and 
only  in  the  context  of  a meaningful  doctor- 
patient  relationship,  after  consultation  with 
another  experienced  physician,  and  that  full 
records  must  be  kept. 

This  book  is  a thoughtful  one  and 
impressed  me  with  the  great  empathy  Dr.  Quill 
feels  for  his  dying  patients  and  his  efforts  to  be 
part  of  their  struggles  to  the  very  end.  The 
pages  are  alive  with  many  real  illustrative  case 
histories.  I recommend  the  book  for  every 
physician  who  is  involved  with  terminally  ill 
people. 

David  Platt  MD 

Doc,  by  Ronald  E.  Losee  MD,  Lyons  and 
Burford,  NY,  212  pp. 

This  is  a most  unusual  book,  the  story  of  a 
rugged  individualist.  Dr.  Losee  is  a graduate  of 
Yale  Medical  School,  a classmate  and  friend  of 
Dr.  Robert  Frelick’s.  After  two  years  of 
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internship  at  Denver  General  Hospital  and  one 
year  of  a general  surgical  internship  at  Royal 
Victoria  Hospital  in  Montreal,  Dr.  Losee 
decided  that  being  a city  doctor  was  not  for 
him.  In  1949,  with  $100  in  his  pocket,  he  piled 
his  wife,  2-year-old  daughter,  some  tools,  and  a 
doctor  bag  into  his  army  surplus  jeep  and  drove 
off  to  find  some  country  place  “out  West”  which 
needed  a doctor.  The  reader  is  then  treated  to 
stories  of  the  many  adventures  which  they 
encountered  on  the  way,  including  going  broke 
and  using  their  postage  stamps  to  buy  gas, 
until  he  found  a locum  tenens  job  to  make  some 
money.  After  much  wandering  and  exploration 
of  possible  locations,  they  decided  on  Ennis, 
Montana,  a town  of  400  people  with  no  doctor. 
Ennis  welcomed  them,  put  up  a small  wooden 
structure  which  they  called  a hospital  and 
fitted  it  out  with  second-hand  surgical 
equipment.  “Doc,”  as  he  became  known  to 
everyone,  from  then  through  the  rest  of  his  life, 
was  the  physician  for  Ennis  and  the 
surrounding  area.  He  did  everything,  includ- 
ing obstetrics,  pediatrics,  major  surgery,  and 
orthopedics.  He  developed  an  arrangement  so 
that  he  and  doctors  in  two  towns  about  100 
miles  away  would  assist  each  other,  on  call,  on 
difficult  cases.  Later  he  recognized  his 
inadequacy  for  some  of  the  very  complicated 
orthopedic  operations  he  was  called  on  to 
perform.  He  was  able  to  find  a doctor  to  fill  in  at 
Ennis,  and  returned  to  the  Royal  Victoria 
Hospital  for  a three-year  residency  in 
orthopedics.  His  wife  supported  the  family 
with  a nursing  job  at  the  hospital.  When  she 


became  ill  after  the  completion  of  only  two 
years  and  had  to  stop  working,  he  left  the 
residency  and  they  all  returned  to  Montana. 

The  story  continues  in  Ennis.  It  is  a lively 
and  interesting  story  with  detailed  accounts  of 
the  deliveries  he  performed,  from  the  normal  to 
the  very  complicated  ones,  of  the  operations  he 
performed  with  primitive  equipment,  open 
drop  ether  or  spinal  anesthesia,  and  only 
partly  trained  assistants,  and  of  the  problems 
he  met  day  by  day  on  his  seven-day-a-week 
house  calls. 

The  best  part  of  the  book  is  Dr.  Losee’s  tales 
of  the  people  of  Ennis  and  his  dealings  with 
them.  Here  is  the  doctor-patient  relationship 
at  its  finest.  He  was  an  integral  part  of  their 
lives.  They  trusted  him  and  loved  him.  Life  was 
austere,  with  few  luxuries.  When  crops  were 
bad,  his  patients  could  not  pay  his  modest  fees, 
and  they  did  not  get  billed.  At  the  height  of  his 
career,  he  made  $46,000,  and  could  not  afford 
the  $30,000  premium  for  the  medical 
malpractice  insurance.  Yes,  he  was  sued,  by  an 
orthopedic  patient  unhappy  with  the  result  of 
an  operation.  The  people  of  the  town  and  the 
physicians  far  and  wide  who  knew  him  rallied 
around,  and  the  suit  was  dropped. 

The  charm  of  this  tale,  however,  is  not  the 
surgical  descriptions,  but  the  accounts,  often  in 
earthy  language,  of  his  daily  dealings  with  the 
people  of  Ennis,  of  his  sharing  in  their  joys  and 
sorrows.  This  is  “doctoring”  at  its  finest. 

David  Platt  MD 


Rehabilitation  Consultants,  Inc. 

Physical  Therapy  • Occupational  Therapy  • Speech  Therapy 

Approved  by  Medicare,  most  Managed  Care,  HMO,  and  Major  Insurance  Plans 

Silverside  Road  Office  Baynard  Blvd.  Office 

Suite  105  Springer  Bldg.  Qg||  302/478-5240  or  302/655-5877  ^100  Baynard  Blvd. 

Concord  Plaza  Wilmington 

3411  Silverside  Road 

“Marking  Our  25th  Year  of  Service  to  the  Greater  Wilmington  Area  1970  - 1995  ” 
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13  YEARS  EXPERIENCE 

302-656-5555 

1 100  N.  Grant  Avenue  • Wilmington,  DE  19805 


Bass  the  Torch. 

Keep  your  principles  and  standards 
alive.  Sponsor  a student  member- 
ship in  the  American  Medical 
Association  and  your  state  and 
county  medical  societies.  Just  call 
your  state  or  county  society  for 
more  information.  Do  it  today. 


Together,  we  are  the  profession. 


SPECIALIZE  IN 
AIR  FORCE  MEDICINE. 

Become  the  dedicated  physician  you 
want  to  be  while  serving  your  country  in 
today’s  Air  Force.  Discover  the  tremen- 
dous benefits  of  Air  Force  medicine.  Talk 
to  an  Air  Force  medical  program  manag- 
er about  the  quality  lifestyle  , quality 
benefits  and  30  days  of  vacation  with  pay 
per  year  that  are  part  of  a medical  career 
with  the  Air  Force.  Find  out  how  to  quali- 
fy. Call 


USAF  HEALTH  PROFESSIONALS 

TOLL  FREE 

1-800-423-USAF 
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MSD  MONTHLY  ACTIVITIES 


Working  for  You: 
March  1995 


This  feature  was  instituted  in  last  September’s  Journal  in  response  to  the  question,  “Just  what  does 
the  MSD  staff  and  leadership  do?”  Each  month  we  will  describe  how  your  MSD  staff  and  leadership 
are  serving  you.  It  is  hoped  that  this  will  help  increase  awareness  of  how  involved  your  state  medical 
society  is  on  your  behalf. 


Leadership  Activities 

Michael  J.  Bradley  DO  testified  before  the 
Board  of  Medical  Practice  hearing  on  the 
Physicians-Assistant  regulations. 

MSD  representatives  met  with  Governor 
Carper. 

Meeting  with  Joe  Letnauchyn,  Pete  Nellius, 
of  ADA  and  Phil  Corrozi  to  discuss  legisla- 
tive issues. 

Michael  J.  Bradley  DO  and  Mark  Meister 
met  with  Blue  Cross/Blue  Shield  of  Dela- 
ware Representatives. 

Michael  J.  Bradley  DO  attended  the 
Governor’s  Conference  on  Aging. 

Michael  J.  Bradley  and  Mark  Meister  at- 
tended the  AMA  National  Leadersip  Con- 
ference in  Washington  D.C.. 

Beverly  Dieffenbach  attended  the  DHCC’s 
Cost  Containment  Committee’s  Certificate 
of  Need  Project. 

Michael  J.  Bradley  DO,  Carol  A.  Tavani 
MD,  Martin  G.  Begley  MD,  Secretary 
Nazario  and  Mark  A.  Meister  met  with  the 
Senator  Biden  and  the  staff  of  Roth  and 
Castle  to  discuss  Tort  reform. 

Kurt  AnstreicherMD  was  a recipient  of  the 
1995  Jefferson  Award  for  public  service. 

Physicians’  Advocacy  Program  Activities 

Presented  the  Georgetown  - Accounts  Re- 
ceivable Management  workshop  in 
Georgetown  and  Newark.  A total  over  100 
physician  members  and  staff  attended. 
Attended  Medicare  Beneficiary  Liason 
Council. 


Met  with  networking  group  to  discuss  feasi- 
bility of  a regional  staff  salary  survey. 
Conducted  an  on-site  consultation  regard- 
ing practice  evaluation. 

Presented  an  inservice  for  Riverside  Hospi- 
tal Family  Practice  Residency/Internship 
Training  Program  regarding  Accounts  Re- 
ceivable Management  and  Financial  Analy- 
sis. 

Answered  various  telephone  inquiries  from 
physicians  and  their  staffs  on  such  issues 
as  Aetna  contract  amendment.  Medicare 
reciprocal  and  Locum  Tenens  Billing  ar- 
rangements, contract  reviews  and  silent 
PPOs. 

Voluntary  Initiative  Program  Activities 

Referred  152  Medicaid  patients  to  VIP  par- 
ticipating physicians. 

Continuing  Medical  Education  Activities 

Sponsored  17  educational  activities  for 
Category  1 credit. 

Major  Meetings 

Physicians’  Assistants  Meeting 
Physician’s  Health  Committee 
Prison  Health  Committee 
Medico-Legal  Committee 
School  Health  Committee 
Board  of  Trustees 
DELPAC  Meeting 

American  College  Surgeons  Council/ 
Business  Meeting 

Delaware  Department  of  Corrections  Medi- 
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cal  Review  Board 

Public  Laws  Committee 

Delaware  Medical  Education  Foundation 

SPOC  Workgroup 

Committee  on  Aging 

Committee  on  Ethics 

Environmental  & Public  Health  Commit- 
tee 

HCPAD  Meeting 

DHCC  Cost  Containment  Committee 
Psychiatric  Society  Ethics  Committee 
Meeting 

Meeting  with  Chiropractic  Society  Repre- 
sentatives 

Meeting  with  Opthamology  Society 
News  Journal  Editorial  Board  Meeting 
DHCC  Monthly  meeting 
DHCC  Monitoring  and  Oversight  Commit- 
tee 

DHCC  Health  Date  Committee 

Legislative  Activities 

The  following  physicians  served  as  “Doctor 
of  the  Day”  on  one  or  more  occasions  on  the 
days  the  legislature  was  in  session  in  Janu- 
ary, March  and  April:  Louis  E.  Bartoshesky 
MD,  Nicholas  0.  Biasotto  DOMichael  J. 
Bradley  DO,  A.  Douglas  Chervenak  DO, 
William  H.  Duncan  MD,  Lennart  Fagraeus 
MD,  John  A.  Forest  Jr.,  MD,  J.  Robert  Fox 
MD,  Robert  E.  Heckman  MD,  Harry  A. 
Lehman  MD,  Vincent  G.  J.  Lobo  DO , Walter 
B.  Omans  MD,  Jorge  A.  Pereira-Ogan  MD, 
Joseph  F.  Rubacky  III,  DO,,  and  Norman 
Taub  MD.  These  physicians  are  members  of 
the  Society’s  Legislative  Action  Committee, 
a subcommittee  of  the  Public  Laws  Com- 
mittee. The  Legislative  Action  Committee 
ensures  that  members  of  Delaware’s  Gen- 
eral Assembly  are  informed  on  medical  leg- 
islative issues. 
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Papastavros’  Associates  Medical  Imaging 
Centers  our  skilled  professionals  are  committed  to 
providing  the  most  advanced  diagnostics  in  a 
caring  and  comfortable  atmosphere. 

We  are  dedicated  to  meeting  the  ever  changing 
needs  of  the  community  and  maintaining  the 
highest  quality  service  available  today. 

quality  sendees  that  we  provide  include: 

♦ X-Hay  ♦ JVf.'K./.  Scanning  ♦ Ultrasound  ♦ 

♦ C.Ul.U'.  Scan  ♦ Nuclear  Medicine  ♦ 

♦ Mammograpfry  ♦ 

‘Tull  Sendee  Imaging  Centers  .Located  at: 

♦ 1701  Augustine  Cutoff  ♦ 40  Polly  Drummond  Hill  Rd. 


Suite  100,  Bldg.  IV 

Suite  100,  Bldg.  4 

Wilmington,  DE  19803 

Newark,  DE  19711 

()Ol)  bgi-^oib 

(J02)  737-5990 

Other  Convenient  Locations 

1508  Pennsylvania  Avenue 

^55-4042 

2700  Silverside  Road 

^78-1100 

1805  Foulk  Road 

^75-8036 

420  Christiana  Medical  Center 

368-3959 

1320  Philadelphia  Pike 

792-1529 

1941  Limestone  Medical  Building 

992-0502 

1502  Delaware  Street,  New  Castle 

328-1502 

2600  Summit  Bridge  Road 

S3<^-S35o 

16  Omega  Drive  Bldg,  B-89 

7 3^- 5 500 

5317  Limestone  Road 

^33-9415 

550  Stanton-Christiana  Road 

‘^’33-59 10 

314  E.  Main  St.,  Newark,  DE 

455-0775 

Quality,  Care  and  Service  Since 
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Eastern  Shore  Medical  Symposium 

The  18th  Annual  Eastern  Shore  Symposium  will  be  held  at  Rehoboth  Beach,  Delaware,  on  June  19- 
23,  1995.  This  program  is  sponsored  by  Jefferson  Medical  College,  the  University  of  Delaware  and 
the  Medical  Society  of  Delaware,  and  is  eligible  for  a total  of 22.75  Category  1 credit  hours.  For  more 
information  contact  Sylvia  Brocka  or  Linda  Forrette,  University  of  Delaware,  2800  Pennsylvania 
Avenue,  Wilmington,  DE  19806;  (302)  573-4400. 


Infectious  Disease  Symposium 

The  32nd  Annual  Infectious  Disease  Symposium  will  be  held  May  2-4,  1995,  at  the  Delaware 
Academy  of  Medicine.  For  further  information  contact  William  J.  Holloway  MD,  director  of  the 
Infectious  Disease  Research  Laboratory  at  the  Medical  Center  of  Delaware,  501  West  14th  Street, 
Wilmington,  DE  19899;  (302)  428-2744. 


New  Guide  Assists  in  Managed  Care  Arrangements 

The  American  Society  of  Internal  Medicine’s  (ASIM)  new  managed  care  guide  was  developed  to  help 
internists  and  subspecialists  of  internal  medicine  address  managed  care  issues  and  get  a fair  shake 
from  managed  care  plans.  The  Internist’s  Guide  to  Negotiating  Managed  Care  Contracts  and 
Capitation  Rates  is  the  first  of  a series  of  practical  guides  by  experts  on  strategies  for  success  in 
managed  care.  It  is  available  for  $50  by  calling  (202)  835-2746,  ext.  253. 


NIH  Consensus  Panel  Issues  Report 

A National  Institutes  of  Health  (NIH)  consensus  development  statement  on  Optimal  Calcium  Intake 
may  be  obtained  from  the  NIH  Office  of  Medical  Applications  of  Research. 

The  report  was  prepared  by  a panel  of  experts  who  considered  scientific  evidence  presented  at 
a Consensus  Development  Conference  at  NIH.  It  contains  recommendations  and  conclusions 
concerning  optimal  calcium  intake. 

NIH  consensus  conferences  bring  together  researchers,  practicing  physicians,  representatives 
of  public  interest  groups,  consumers,  and  others  to  carry  out  scientific  assessments  of  drugs,  devices, 
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In  Brief 


and  procedures  in  an  effort  to  evaluate  their  safety  and  effectiveness.  Free,  single  copies  of  the 
consensus  statement  on  optimal  calcium  intake  may  be  obtained  from: 

William  H.  Hall,  Director  of  Communications 
Office  of  Medical  Applications  of  Research, 

National  Institutes  of  Health, 

Federal  Building,  Room  618, 

7550  Wisconsin  Avenue  MSC  9120, 

Bethesda  MD  20892-9120; 

(301)496-1143. 

Biochemical  Marker  for  Breast  Cancer  Prognosis 

A protein  identical  to  prostate-specific  antigen  (PSA),  a highly  specific  biochemical  marker  of  the 
prostate  gland  found  in  the  blood  and  used  to  diagnose  and  monitor  prostate  cancer,  was  recently 
found  to  be  produced  in  approximately  30  percent  of  female  breast  tumors  in  a collaborative  study 
at  the  Jefferson  Cancer  Center  (Jefferson  Medical  College),  the  University  of  Toronto,  Uniformed 
Services  University  of  the  Health  Sciences,  Memorial  Sloan  Kettering  Cancer  Center  and  Toronto 
Hospital.  The  presence  of  PSA  in  breast  tumors  holds  promise  as  a new,  additional  biochemical 
marker  for  breast  cancer  prognosis.  It  may  also  determine  whether  breast  cancer  has  disseminated 
throughout  the  patient’s  body  and  can  monitor  a patient’s  response  to  treatment.  PSA  produced  by 
the  prostate  gland  is  currently  used  for  diagnosis,  prognosis  and  management  of  patients  with  known 
prostate  cancers. 

Preliminary  evidence  suggests  that  the  expression  of  PSA  is  a relatively  good  prognostic 
indicator.  With  breast  cancer,  expression  of  PSA  is  generally  associated  with  a lower  degree  of 
malignancy  than  if  the  tumor  did  not  express  PSA.  “Breast  tumors  which  produce  the  protein  have 
much  better  outcomes  than  tumors  which  did  not  produce  it,”  said  Eleftherios  Diamandis  MD,  deputy 
chair  of  the  University  of  Toronto’s  department  of  clinical  biochemistry.  “It  is  only  when  tumor  cells 
lose  their  ability  to  produce  PSA  that  they  become  more  aggressive.  We  envision  that  in  the  near 
future  this  particular  protein  will  be  measured  in  all  breast  tumors  that  are  removed  from  cancer 
patients  during  surgery.” 


Going  beyond  what's  expected  by 
combining  experience  & expertise. 

Because  your  patients  are  our  first  concern,  we  find  products  for 
the  patient.. .not  patients  for  the  product. 

(302)368-5300 
(609)299-3224 
(410)392-5300 


MEDICAL  EQUIPMENT  AND  SERVICES 
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To  Anyone  Who  Has  A Lung  DiseaseThis  Is  A Breathtaking  View. 

Climbing  even  a short  flight  of  stairs  can  leave  a person  who  suffers  from  a 
chronic  lung  disease  fighting  for  breath.  An  estimated  one  out  of  ten  Americans 
suffers  from  chronic  lung  disease.  And  the  mortality  rate  from  lung  diseases  is 
increasing  faster  than  any  of  the  other  top  ten  causes  of  death. 

Until  we  do  something  about  lung  diseases,  no  one  can  breathe  easy. 


It’s  a matte 
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Join  the  team  of  business  leaders  who  are  helping  their  employees  learn  how  to  prevent  HIV  and  AIDS. 

Ciill  the  CDC  Business  Responds  to  AIDS  Program  at  1-800-458-5231. 

We’ll  send  you  materitils  and  give  you  -.ill  the  help  you  need. 
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MRI  Case  of  the  Month 


31  year  old  male  with  progressive  pain  and  swelling  in  the  wrist.  No  history  of 
laceration,  drug  abuse  or  trauma. 

MRI  examination  of  the  wrist  reveal  increased  signal  with  T2  sequences. 
Involvement  of  the  marrow  was  noted.  Subsequent  biopsy  confirmed 
osteomyelitis.  The  patient  recovered  fullly  after  treatment  with  antibiotics. 


Centital 

Delaware 


MRI 


Low  Claustrophobia  •Turbo  Spin  Echo»MR  Angiography 


Robert  J.  Varipapa,  MD  Certified,  American  Society  Neuroimaging 

John  B.  Coll,  DO 

1093  S.  Governors  Avenue,  Dover,  DE  19904  (302)  674-5860 


Over  12  years  of  protecting 
Delaware  doctors-and  counting. 


Only  one  company  has  earned  the  right  to  serve  as  the  exclusive  endorsed 
insurer  of  the  Medical  Society  of  Delaware  for  more  than  a dozen  years. 

PHICO  Insurance  Company. 

It  adds  up  to  experience  and  commitment.  And  a special  relationship  that 
offers  many  benefits  to  Delaware  doctors. 

Like  a dividend  plan  that’s  returned  over  $1.2  million  to  physicians  so  far. 

And  a 15-percent  premium  discount  for  doctors  with  no  claims  in  a 36- 
month  period.  What’s  more,  a 25-percent  discount  off  first-year  rates  for 
“new”  physicians,  and  a 15-percent  credit  in  the  second  year. 

There’s  even  a 50-percent  discount  available  for  full-time  teaching  physicians. 


Why  not  join  the  more  than  12,000  physicians  across  the  country  that 
depend  on  PHICO  for  their  insurance  protection? 


To  learn  more,  contact  your  insurance  broker  or  our  Marketing  Department 
at  1-800-382-1378. 


> ^ INSURANCE  COMPANY 

exclusive  endorsed  insurer  of  the 
Delaware  Medical  Society 


PRESroENT*S  PAGE 


Mid-Year  Report 


Now  that  I have  turned  the  corner  and  have 
completed  half  of  my  term,  I thought  it 
worthwhile  to  update  the  membership  of  the 
many  accomplishments  of  the  past  six  months. 
I cannot  take  all  the  credit  for  what  has 
occurred,  but  only  for  being  in  this  office  at  the 
right  time.  I must  thank  Mark  Meister  for  his 
capable  and  thorough  job  as  our  executive 
director.  Without  his  day-to-day  help,  my  job 
would  be  impossible.  Beverly  Dieffenbach,  our 
assistant  executive  director  and  the  rest  of  the 
staff  have  been  wonderful. 

The  leadership  of  MSD  has  regular 
meetings  with  several  of  the  state’s  insurance 
carriers.  Among  these  are  BC/BS  Delaware, 
Aetna/DuPont,  Medicare/Pennsylvania  BS, 
Aetna/  Chamber  of  Commerce,  and  Medicaid/ 
Dept,  of  Health  and  Social  Services.  Our 
position  is  one  of  physician  advocacy.  We  have 
been  trjring,  with  some  limited  success  and 
with  some  notable  exceptions,  to  have  the 
views  of  our  membership  brought  forward  at 
these  meetings.  We  have  tried  to  be  proactive 
with  our  sixggestions,  but  the  insurers  seem 
mostly  to  bring  out  new  policies  and 
procedures  and  then  ask  our  input.  We  have 
provided  many  opportunities  to  review 
contracts  and  policies  before  they  are  released 
to  the  physicians;  however  none  of  the  insurers 
has  given  us  the  opportunity.  The  MSD  could 
save  these  companies  many  angry  phone  calls 
and  letters  from  our  members  if  we  were 
allowed  to  be  more  involved.  In  this  regard, 
please  don’t  misunderstand  our  intentions 
with  these  meetings.  We  would  like  to  keep  an 
open  dialogue,  but  we  cannot  be  held 
responsible  for  what  the  insurers  do.  I have  the 
feeling  at  times  that  our  members  feel  that  the 


MSD  has  accepted  the  insurance  company’s 
new  policies,  when  all  we  have  done  has  been  to 
give  our  opinions  and  gripes  to  these  insurers. 
Please  believe  me,  we  make  no  contracts  at 
these  meetings.  We  plan  to  continue  the  open 
and  frank  dialogue  with  the  carriers  in  hopes  of 
advancing  their  understanding  of  the  physi- 
cians’ point  of  view.  At  any  time,  however,  if  we 
feel  that  we,  the  MSD  leadership,  are  being 
used  as  a foil  for  the  carriers,  I am  ready  to  end 
the  relationship. 

The  Physicians’  Advocate  program  being 
run  by  Jana  Siwek  has  taken  off  so  well  that  we 
are  in  the  process  of  looking  to  add  more  staff  to 
the  program.  Jana  has  held  several  workshops 
on  office  management  and  has  assisted 
numerous  offices  with  her  practice  manage- 
ment skills.  If  you  are  having  problems  with 
coding  or  billing  or  reimbursements,  give  Jana 
a call  at  658-7596  or  (800)  348-6800.  The 
response  to  our  contract  review  service  has  also 
been  outstanding.  In  the  present  atmosphere 
of  managed  care  it  is  essential  that  we  know 
what  is  in  the  contracts  we  are  signing. 

On  the  legislative  front,  this  looks  to  be  a 
banner  year  here  at  home  and  in  Washington. 
At  the  time  of  this  writing,  both  houses  in 
Congress  have  passed  versions  of  medical 
malpractice  reform.  I am  hoping  that  soon  we 
can  report  on  its  passage  and  signature  by 
President  Clinton.  Because  of  the  success  in 
Washington,  I believe  we  also  have  a greater 
chance  of  passing  some  state  reforms.  At  the 
present  our  VIP  II  Immunity  Bill  is  being 
discussed  in  the  House.  It  would  bring 
immunity  from  malpractice  for  those  treating 
the  indigent  for  free,  not  only  when  we 
volunteer  at  the  Claymont  Clinic,  but  also  in 
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our  very  own  offices.  This  would  help  the 
specialist  who  would  like  to  volunteer,  but 
cannot  schedule  time  at  the  clinic.  The 
Delaware  Health  Care  Commission  has  picked 
this  as  one  of  its  three  recommendations  to  the 
governor.  Though  the  DHCC  recommends 
indemnification  rather  than  immunity,  I feel 
we  have  a good  chance  of  success.  The  other 
two  recommendations  from  the  cost  contain- 
ment committee  of  the  DHCC  are  to  place  a cap 
of  $250,000  on  noneconomic  damages,  and  the 
requirement  for  a certificate  of  merit  before  a 
malpractice  suit  could  be  filed.  We  have 
sponsored  a bill  to  place  the  prescriptive 
practices  of  the  optometrists  under  a joint 
panel  which  would  report  to  the  Board  of 
Medicine.  This  housekeeping  bill  would  be 
similar  to  the  APNs’  and  PAs’.  Our  “Fairness 
and  Choice  Under  Health  Benefits  Plans”  Bill 
is  due  at  this  writing  to  be  introduced.  The 
insurance  commissioner’s  office  has  given  a 
very  favorable  endorsement.  This  version  of 
the  AMA’s  Patient  Protection  Act  would  go  a 
long  way  to  remedy  the  excesses  of  managed 
care  organizations. 

Two  other  major  efforts  that  have 
concluded  are  the  Zutz/PLI  joint  venture  with 
MSDIS,  and  the  VIP’s  procurement  of 
$200,000  of  funding  through  a matching  grant 
of  $100,000  from  the  Longwood  Foundation. 
The  new  MSDIS  line  of  insurance  allows  one- 
stop  shopping  for  the  physician  and  his  or  her 
office  and  an  increasing  source  of  revenue  to 
the  MSD.  We  should  be  able  to  continue  to  keep 
our  dues  in  the  bottom  five  of  all  the  states,  and 


provide  excellent  service.  The  VIP  grants  will 
continue  to  allow  it  to  provide  referral  services 
for  the  next  several  years. 

As  mentioned  elsewhere,  your  leadership 
has  met  with  Governor  Carper;  Secretary 
Nazario;  Senator  Biden;  the  staffs  of  Senator 
Roth  and  Representative  Castle;  our  AMA 
leaders  at  the  National  Leadership  Conference 
and  at  Interim  94;  the  News  Journal  Editorial 
Board;  the  Delaware  Association  of  Physicians 
Assistants;  The  Delaware  Chiropractic  Soci- 
ety; the  state  societies  of  Maryland,  Pennsylva- 
nia and  New  Jersey;  and  the  Delaware  State 
Osteopathic  Society.  We  will  continue  to  be 
there  whenever  the  need  arises  so  that  the 
physicians  of  Delaware  are  well  represented. 

Our  next  six  months  will  probably  move  as 
fast  as  the  first.  One  of  our  major  current 
projects  is  to  gather  as  much  information 
regarding  the  future  thrust  of  the  MSD.  We  are 
looking  into  various  ways  our  neighboring 
states  are  organizing  their  members  into  POs, 
IPAs,  and  even  new  HMOs.  The  Long  Range 
Planning  Committee  has  been  charged  with 
this  task.  I hope  to  be  able  to  report  that  before 
the  year  is  out,  that  the  MSD  can  also  be  at  the 
front  lines  of  managed  care  initiatives.  By  the 
time  you  read  this,  I will  be  soon  on  the  way  to 
the  AMA’s  Annual  Meeting  in  Chicago  with  the 
rest  of  your  delegates,  and,  for  the  first  time,  all 
of  your  alternates.  Wish  us  luck! 


Rehabilitation  Consultants,  Inc. 


Two  convenient  locations 
Call  302/478-5240  or  302/655-5877 

Silverside  Road  Office  Baynard  Blvd.  Office 

Suite  105  Springer  Bldg.  2100  Baynard  Blvd. 

Concord  Plaza  Wilmington 

3411  Silverside  Road 


Physical  Therapy  • Occupational  Therapy 
• Speech  Therapy 

Comprehensive  Rehabilitation  • Work 
Tolerance  Testing,  Work  Hardening  for  Injured 
Workers  • Family  Sports  Medicine  • Fitness 
Programs  • Hydrotherapy  • Nutritional 
Counseling 

Approved  by  Medicare,  most  Managed  Care,  HMO, 
and  Major  Insurance  Plans 


“Marking  Our  25th  Year  of  Service  to  the  Greater  Wilmington  Area  1970  ■ 1995” 
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vJhristiaim  Imaging  Center  is  imdergoing  a 
major  equipment  upgrade  on  one  of  its  two 
MRI  scanners.  Excellence  in  imaging  means 
maintaining  the  newest  in  MRI  technology. 

For  physicians  and  patients  this  means: 

Faster  imaging 
Improved  detail 
Music  system 

High-tech  equipment.  Superb  patient  care 
and  comfort.  Unsurpassed  radiologic  expertise. 

Professional  services  provided  by  X-Ray  Associates. 

Medical  Directors:  Zelimir  Kozic,  M.D., 
and  John  Wills,  M.D. 


Christiana  Imaginn  Center 

A Division  of  MCD  Holding  Company 


4751  Ogletown>Stanton  Road 
Newark,  DE  19713 
(302)  731-9800 


Healthcare  reform.  Managed  care. 
Changing  rules  and  regulations.  When 
you  consider  the  potential  impact  they 
could  have  on  your  practice,  you  may 
even  end  up  with  some  major  discomfort. 
Which  means  maintaining  your  financial 
stability  depends  on  careful  planning  and 
sound  management. 

Fortunately,  at  Belfint,  Lyons  & 
Shuman  we  understand  the  issues  unique 
to  your  profession.  So  we  not  only  provide 
traditional  accounting  expertise  but  also 
help  you  achieve  the  results  you  need  in 


all  aspects  of  your  practice.  Everything 
from  analyzing  hospital  and  physician 
employment  contracts  to  helping  you  plan 
a practice  merger. 

So  find  out  more  about  BL&S  services. 
Call  Dan  Protokowicz  at  (302)  655-8894. 
Because  with  our  help,  you  shouldn’t  feel 
a thing. 

200  West  Ninth 
Street  Plaza 
Box  2105 
Wilmington, 

Delaware 
19899 


BELFINT,  LYONS  & SHUMAN.  ACCOUNTING  AND  FINANCIAL  PLANNING  SERVICES  FOR  PHYSICIANS. 


SCIENTIFIC  ARTICLE 


The  Appendix:  Little  Organ,  Big  Trouble 


Jeffry  T.  Zern  MD 


The  appendix  is  a true  diverticulum.  It  is 
composed  of  all  layers  of  the  bowel  wall  and 
marks  the  proximal  extent  of  the  colon  at  the 
confluence  of  the  taenia  coli.  As3Tnmetric 
development  of  the  cecum  displaces  the 
appendix  medially  and  posteriorly,  and  the 
wide  outlet  of  the  neonatal  appendix  becomes 
relatively  more  narrow  compared  Avith  the 


Figure  1 . Development  of  the  appendix.  Lagging  growth  of 
the  inferior  tip  of  the  cecum  during  early  intrauterine 
development  (A)  produces  the  infantile  appendix  (B). 
Continued  differentitJ  growth  of  the  lateral  cecal  wall  leads 
to  the  posteromedial  position  (C)  of  the  appendix  in  older 
children  and  adults.  (From  Anson  B,  McVay  CB.  Surgical 
Anatomy.  6th  ed.  Philadelphia,  WB  Saunders  Company, 
1984,  p 699;  with  permission.) 

Dr.  Zern  is  a surgical  resident  at  the  Department  of 
Surgery,  Medical  Center  of  Delaware,  Newark,  Delaware. 


Figure  2.  The  age  distribution  of  the  incidence  of 
appendicitis  in  1000  cases  is  indicated  for  each  decade  by 
the  histogram  (broken  hne).  The  future  risk  of  appendicitis 
developing  is  indicated  by  the  solid  curved  lines  for  men  ( S ) 
and  women  ( 9 )•  (From  Sabiston  DC  [ed].  Textbook  of 
Surgery.  14th  ed.  Philadelphia,  WB  Saunders  Company, 
1991;  with  permission.) 

cecum  until  five  years  of  age,  when  adult 
proportions  are  achieved  (Figure  1).^ 

This  article  will  address  the  pathophysiol- 
ogy, bacteriology,  diagnosis,  and  treatment  of 
appendicitis,  including  laparoscopic  appendec- 
tomy. 

Pathophysiology 

Acute  appendicitis  is  the  most  common  cause  of 
the  acute  abdomen  that  requires  surgical 
intervention.  Six  percent  to  20  percent  of  the 
general  population  will  develop  appendicitis 
during  their  lifetime,  with  the  risk  falling  from 
1 in  5 at  birth  to  1 in  35  by  age  50  and  1 in  100 
by  age  70.^-^  Today,  about  1 of  every  7 people 
will  undergo  appendectomy,  with  the  incidence 
reaching  a peak  between  the  ages  of  20  and  30 
years  and  then  decreasing  with  advancing  age 
(Figure  2).^ 
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In  the  sixteenth  century,  appendicitis  was 
called  “perityphlitis,”  because  the  inflamma- 
tory condition  that  caused  the  death  of  the 
patient  was  thought  to  originate  in  the  cecum. 
By  modem  interpretation,  the  early  accounts 
seem  to  describe  perforated  appendicitis.  In 
1886,  Dr.  Reginald  Fitz  demonstrated  conclu- 
sively that  perityphlitis  began  with  inflamma- 
tion of  the  appendix,  and  he  was  the  first  to  use 
the  term  “appendicitis.”^  He  was  also  the  first 
to  suggest  that  appendectomy  would  be 
essential  to  cure  the  patient.  The  first  surgeon 
to  diagnose  acute  appendicitis  accurately, 
perform  an  appendectomy  prior  to  rupture, 
and  report  the  experience  was  Senn  in  1889.^ 
In  just  over  one  century,  it  is  now  known  that 
prompt  appendectomy  for  acute  appendicitis 
can  change  a usually  fatal  disease  into  one  with 
a very  low  mortality  rate,  even  in  complicated 
cases. 

Integral  to  the  understanding  of  appendici- 
tis is  the  pain  migration.  Early  appendiceal 
pain  is  caused  by  luminal  distention  and  is 
communicated  through  the  poorly  localizing 
visceral  nervous  system.  This  pain  is  central 
and  periumbilical  in  location.  As  the  inflamma- 
tion and  infection  process  becomes  more 
severe,  the  parietal  peritoneum  becomes 
inflamed;  this  pain  is  communicated  by  the 
somatic  nervous  system  and  then  becomes 
localized  to  the  right  iliac  fossa. 

Pathologically,  the  diagnosis  of  acute 
appendicitis  is  made  by  finding  mucosal 
disruption  with  invasive  infection  and  inflam- 
mation. Unfortunately,  no  single  factor  can  be 
identified  as  the  culprit  for  acute  appendicitis. 
According  to  conventional  wisdom,  appendicitis 
is  attributed  to  proximal  obstruction  followed 
by  continued  mucous  secretion  into  a closed 
lumen.  As  luminal  pressures  rise,  capillary 
venous  pressures  are  overcome,  and  mucosal 
ischemia  and  infarction  occur,  usually  in  the 
watershed  region  along  the  antimesenteric 
border  of  the  middle  and  proximal  appendix. 
Bacterial  overgrowth  occurs  in  this  pool  of 
inspissated  mucus,  which  potentially  selects 
for  more  virulent  organisms,  particularly  of 
the  anaerobic  species.  Ischemia  eventually 
leads  to  transmural  necrosis  and  bacterial 
penetration  of  appendiceal  walls,  causing 
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perforation,  followed  by  abscess  formation  or 
peritonitis.^ 

Histologic  evidence  of  this  progression  is 
absent  in  about  50  percent  of  all  appendiceal 
specimens.  Not  all  inflamed  appendices  are 
obstructed,  as  appendicitis  can  be  a focal  event, 
with  proximal  and  distal  areas  of  mucosal 
sparing.^  All  obstruction  does  not  cause 
appendicitis,  as  demonstrated  by  the  fibrotic 
appendices  of  the  elderly  and  the  concreted 
secretions  within  the  appendices  of  patients 
with  cystic  fibrosis.  Luminal  obstruction  does 
seem  to  occur  in  all  cases  of  perforated 
appendicitis.  Fecoliths,  the  most  common 
cause  of  obstruction  in  adults,  are  found  in 
almost  all  cases  of  perforated  appendicitis  and 
40  percent  of  nonperforated  appendicitis. 
Lymphoid  hyperplasia  is  the  most  common 
cause  of  obstruction  in  the  pediatric  popula- 
tion, most  commonly  caused  by  viral  infection. 
Parasites,  foreign  bodies,  strictures,  and  cecal 
or  appendiceal  tumors  have  all  been  associated 
with  luminal  obstruction  leading  to  appendici- 
tis. 

Bacteriology 

Bennion  and  associates  cultured  peritoneal 
fluid,  appendiceal  tissue,  and  abscess  contents 
(if  present)  from  patients  with  histologically 
proven  gangrenous  or  perforated  appendicitis.^ 
Cultures  revealed  223  anaerobic  bacteria  and 
82  aerobic  or  facultative  bacteria,  with  an 
average  of  10.2  organisms  per  specimen.  Of 
anaerobes,  Bacteroides  species  were  isolated  in 
almost  all  cases,  with  Peptostreptococcus 
occurring  quite  commonly.  Not  surprisingly, 
the  most  commonly  cultured  aerobes  included 
Escherichia  coli  and  Streptococcus  viridans. 
Pseudomonas  aeruginosa  was  found  in  23 
percent  of  specimens,  and  its  clinical  signifi- 
cance continues  to  be  investigated.  The 
S3mergistic  effects  of  mixed  aerobic  and 
anaerobic  infection  are  well  known,  making 
the  microbiology  of  this  disease  quite 
important. 

Ileal  and  appendiceal  cultures  have  been 
obtained  in  patients  with  acute  appendicitis  as 
well  as  in  those  undergoing  incidental 
appendectomy.  As  noted  previously,  anaerobic 
species  are  twice  as  common  in  the  appendix 
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and  in  the  ileum  of  patients  with  appendicitis.® 
In  another  study,  only  six  percent  of  patients 
who  underwent  exploration  for  trauma  had 
anaerobes  in  the  ileum  compared  with  47 
percent  of  patients  who  underwent  exploration 
for  acute  appendicitis.®  It  is  thought  that  the 
local  paralytic  ileus  of  appendicitis  may  be 
responsible  for  this  shift  toward  anaerobic 
overgrowth. 

The  poor  motility  of  appendicitis  is  well 
demonstrated  by  a report  in  the  Hungarian 
literature  showing  smooth  muscle  responses  to 
electrical  stimulation  of  intact,  slightly 
inflamed,  or  severely  inflamed  human  appen- 
dix strips.’  Specimens  were  obtained  from 
patients  undergoing  hemicolectomy  or  appen- 
dectomy, and  as  expected,  the  appendectomy 
specimens  showed  significantly  smaller  re- 
sponses to  electrical  stimulation  in  both 
contraction  and  relaxation.  Poor  peristalsis 
such  as  this  can  be  linked  to  anaerobic 
overgrowth  and  rapid  progression  of  appendi- 
citis. 

Antibiotics  used  for  appendicitis  must  be 
effective  against  a majority  of  anaerobic  gram- 
negative bacilli,  resistant  to  multiple  beta- 
lactamases,  and  effective  against  E.  coli.  At 
present,  the  cause-and-effect  relationship 
between  anaerobic  bacteria  and  appendicitis 
remains  unclear. 

Diagnosis 

Clinical  Diagnosis 

In  classic  appendicitis,  the  patient  generally 
presents  with  a 24-hour  history  of  colicky 
central  abdominal  pain,  anorexia,  nausea  and 
slight  vomiting,  migration  of  pain  to  the  right 
iliac  fossa,  tachycardia,  flushed  appearance, 
fever  (usually  to  38.3°C,  but  rarely  higher),  and 
rebound  tenderness  in  the  right  iliac  fossa.^ 
Unfortunately,  only  about  half  of  the  patients 
give  this  classic  history.  A pelvic  appendix  can 
cause  pain  only  on  rectal  examination,  while  a 
retrocecal  appendix  can  cause  psoas  irritation 
and  a limp  or  pain  on  hip  extension.  Eighty-five 
percent  of  patients  will  have  a white  blood  cell 
count  greater  than  10,000,  and  75  percent  will 
have  an  abnormal  differential.  Only  four 
percent  of  patients  with  appendicitis  have 


Conditions  Confused  with  Appendicitis 

Commoqly 

Less  Commonlv 

Mesenteric  adenitis 

Perforated  peptic  ulcer 

Salpingitis 

Pancreatitis 

Ectopic  Pregnancy 

Enterocolitis 

Ruptured  ovarian 

Obstruction 

follicle  (mittelschmerz) 

Meckel’s  diverticulitis 

Torsion  or  ruptured 

Right  lower  lobe  pneumonia 

ovarian  cyst 

and  pleurisy 

Pyelonephritis  and 

Ureteric  colic 

urinary  tract  infection 

Shingles 

Cecal  Carcinoma 

Yersinia  infection 

Acute  cholecystitis 

Rectus  shealth  hematoma 

Inflammatory  bowel 

disease 

Table  1.  From  Jones  DJ:  Appendicitis.  BMJ  1992;  305: 
44-47  (published  by  BMJ  Publishing  Group);  with 
permission. 


normal  white  blood  cell  and  neutrophil  counts.^ 

The  clinician  must  be  aware  of  the  many 
conditions  commonly  confused  with  appendici- 
tis, including  salpingitis,  ectopic  pregnancy, 
ruptured  ovarian  follicle  (mittelschmerz), 
torsion  or  ruptured  ovarian  cyst,  pyelonephritis 
or  urinary  tract  infection,  ureteral  obstruction, 
mesenteric  adenitis,  inflammatory  bowel 
disease,  acute  cholecystitis,  sigmoid  or  Meckel’s 
diverticulitis,  and  peptic  ulcer  disease  (Table 
1).^ 

The  diagnosis  of  appendicitis  requires 
application  of  clinical  skills  and  judgment. 
Morbidity  and  mortality  increase  dramatically 
with  perforation  of  the  appendix,  and  early 
intervention  remains  the  key  to  successful 
treatment.  Negative  rates  for  exploration  for 
acute  appendicitis  are  accepted  at  15  percent  to 
20  percent,  even  higher  for  women  of 
childbearing  years  (20  percent  to  30  percent). 

Recently,  a prospective  study  was  per- 
formed to  determine  if  anatomic  variations  in 
the  location  of  the  appendix  could  be  a cause  of 
delayed  diagnosis.®  Women  were  found  to  be 
more  likely  than  men  to  have  a negative 
exploration,  and  men  were  found  to  be  more 
likely  to  have  gangrene  or  perforation  of  the 
appendix.  This  study  also  revealed  a high 


Del  Med  Jrl,  June  1995,  Vol  67  No  6 


328 


Scientific  Article 


association  between  a hidden  location  of  the 
appendix  and  a high  probability  of  advanced 
appendicitis,  leading  to  a higher  incidence  of 
gangrene  and  perforation,  complications,  and 
longer  hospital  stays.  Hidden  sites  included 
the  pericolic  gutter  and  retro-ileal,  pelvic,  and 
retroperitoneal  locations. 

Retrocecal  position  of  the  appendix,  the 
most  common  location  of  the  appendix  after  the 
anterior  intraperitoneal  position,  has  long 
been  thought  to  be  associated  with  a slower 
progression  of  appendicitis  than  anterior 
appendicitis,  with  slow  progression  of  pain, 
less  nausea  and  vomiting,  and  lower  tempera- 
ture and  leukocytosis.  A study  by  Shen  and 
colleagues  disproves  this  theory,  however, 
showing  retrocecal  appendicitis  to  have  an 
almost  identical  clinical  presentation  to  that  of 
anterior  appendicitis,  including  temperature, 
white  blood  cell  count,  and  duration  of 
symptoms.®  Inflammation  of  the  retrocecal 
appendix  is  thought  to  have  a classic 
presentation  because  when  the  appendix 
becomes  inflamed,  it  rotates  the  cecum 
anteriorly  and  has  access  to  the  anterior 
parietal  peritoneum,  which  will  then  be 
irritated  by  the  adjacent  inflammatory 
process.  The  hidden  appendix  remains  a 
clinical  dilemma,  and  both  patients  and 


Figure  3.  Relationship  of  age  to  perforation  in 
appendicitis.  (From  Putnam  TC,  Emmens  RW.  Appendici- 
tis in  children.  Surg  Gynecol  Obstet  1990;170:  527-532;  by 
permission  of  Surgery,  Gynecology  & Obstetrics,  now 
known  as  thejournal  of  the  American  College  of  Surgeons.) 
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physicians  are  responsible  for  delays  in 
presentation,  diagnosis,  and  appropriate 
treatment. 

Other  diagnostic  pitfalls  in  appendicitis 
exist  in  the  pediatric  and  geriatric  populations. 
In  a study  of  more  than  400  consecutive  cases 
of  pediatric  appendicitis,  the  peak  age  at 
incidence  was  12  years,  with  a range  of  16 
months  to  19  years.  The  influence  of  age  on 
rate  of  perforation  is  important:  Children 
yoimger  than  five  years  old  had  a perforation 
rate  of  64  percent,  whereas  older  children  had 
a 27  percent  perforation  rate  (Figure  3).^°  In 
addition  to  the  inability  of  a young  child  to  give 
an  adequate  history,  the  thinner-walled 
appendix  in  this  age  group  allows  for  more 
rapid  penetration  of  infection.  Duration  of  pain 
prior  to  hospitalization  is  related  to  diagnosis, 
and  as  expected,  acute  appendicitis  presented 
first,  followed  by  perforation  and  peritonitis 
and  perforation  and  abscess.  Hospital  stay  was 
related  to  diagnosis,  with  the  longest  stay 
being  for  perforation  with  abscess  formation. 

Diagnosis  in  the  elderly  population  can  be 
equally  difficult.  In  one  series  of  patients  80 
years  of  age  or  older,  the  mean  duration  of 
symptoms  was  2.4  days;  92  percent  had  a 
perforated  appendix  prior  to  surgery;  and  23 
percent  did  not  survive  the  disease. “ The  high 
mortality  rate  was  related  to  delays  in 
presentation  and  further  delays  in  proper 
treatment  because  of  misdiagnosis.  Altered 
physiology  and  anatomy  of  the  elderly 
appendix  may  be  factors  contributing  to  high 
perforation  rates.  The  appendiceal  mucosa  is 
thin,  fibrous  and  fatty  infiltration  of  the  wall  is 
evident,  and  vascularity  is  decreased  (Figure 
4).  A structurally  weak  appendix  would 
require  less  intraluminal  pressure  to  rupture 
than  a healthy,  young  appendix.  The  elderly 
patient  may  not  have  a prodromal  phase  of 
abdominal  discomfort,  anorexia,  and  nausea 
and  vomiting,  and  may  proceed  directly  to 
right  lower  quadrant  peritonitis  secondary  to 
rupture.  Thus,  vigilance  is  needed  for  the 
diagnosis  of  appendicitis,  especially  in  very 
yo\ing  and  elderly  patients. 

Diagnostic  Imaging 

In  the  majority  of  patients,  the  combination  of 
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Figure  4a.  The  appearance  of  a normal  appendix  in  an  84- 
year-old  individual.  (From  Smithy  WB,  Wexner  SD,  Dadey 
TH.  The  diagnosis  and  treatment  of  acute  appendicitis  in 
the  aged.  Dis  Colon  Rectum  1986;  29:170-173;  with 
permission.) 


Figure  4b.  The  appearance  of  a normal  appendix  in  a 28- 
year-old  individual.  (From  Smithy  WB,  Wexner  SD,  Dailey 
TH.  The  diagnosis  and  treatment  of  acute  appendicitis  in 
the  aged.  Dis  Colon  Rectum  1986;29:170-173;  with 
permission.) 

the  history,  physical  findings,  and  laboratory 
test  results  yields  an  early  and  rapid  diagnosis. 
These  patients  do  not  require  imaging  studies 
prior  to  undergoing  appendectomy.^^  Diagnos- 
tic imaging  is  needed  in  patients  with  an 
atypical  presentation,  particularly  young  and 
aged  individuals. 

Plain  Films.  Plain  films  of  the  abdomen 
appear  to  be  potentially  misleading,  with  a 
high  false-positive  rate  and  a low  true-positive 
yield  (with  the  latter  resulting  in  recommenda- 
tion of  elimination  of  the  plain  film  from  the 


radiologic  armamentarium  used  in  the 
diagnosis  of  appendicitis'^).  A sentinel  loop  of 
distended  small  bowel  in  the  right  lower 
quadrant,  obliteration  of  the  right  psoas 
margin,  and  scoliosis  of  the  lumbar  spine  with 
concavity  to  the  right  can  all  be  signs  of 
appendicitis.  Free  intraperitoneal  air  is 
infrequently  seen.  An  appendicolith  is  found  in 
about  15  percent  of  cases  and  usually  implies  a 
gangrenous  appendix  with  impending  perfora- 
tion. 

Barium  Enema.  The  barium  enema  is 
usually  avoided  if  appendicitis  is  strongly 
suspected  for  fear  of  perforating  the  weakened 
area,  but  it  is  often  needed  to  differentiate 
appendicitis  from  Crohn’s  disease.  An  irregu- 
lar impression  of  the  base  of  the  cecum  and 
failure  of  barium  to  enter  the  appendix  are 
suggestive  of  appendicitis,  although  20  percent 
of  normal  appendices  do  not  fill  on  barium 
enema. 

Computed  Tomography.  Computed 
tomography  (CT)  can  demonstrate  an 
appendiceal  abscess  as  an  oval  or  round  mass  of 
soft-tissue  density  that  may  contain  gas  and 
occasionally  an  appendicolith.  CT  gives  an 
accurate  depiction  of  the  size  and  full  extent  of 
the  inflammatory  process.  It  is  also  very 
helpful  in  identifying  nonappendiceal  pathologic 
conditions. 

Ultrasound.  Ultrasovmd  has  been  useful 
mainly  in  finding  alternative  diagnoses, 
predominantly  gynecologic  and  obstetric  con- 
ditions. Graded  compression  of  the  abdominal 
wall  by  displacement  of  bowel  gas  is  needed  to 
better  evaluate  the  appendix.  Three  sonographic 
findings  suggest  the  diagnosis  of  perforation: 
loculated  pericecal  fluid,  prominent  pericecal 
fat,  and  the  circumferential  loss  of  the 
submucosal  layer  of  the  appendix.  The  overall 
sensitivity  of  ultrasound  in  diagnosing 
appendiceal  perforation  was  86  percent,  but  its 
specificity  was  low  at  60  percent.'^ 

Radionuclide  Scanning.  Radionuclide  scan- 
ning has  false-positive  rates  that  are  unaccept- 
ably high  in  cases  of  colitis  and  peritonitis,  and 
it  has  been  found  to  be  highly  nonspecific.  This 
study  may  be  helpful  for  the  stable  patient  who 
can  undergo  a 24-hour  scanning  period  and 
therefore  is  beneficial  only  in  unclear  cases. 
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No  imaging  modality  has  demonstrated  a 
high  level  of  specificity  as  a stand-alone 
technique  in  establishing  the  diagnosis  of 
appendicitis,  and  clinical  examination  and 
experience  remain  the  best  means  of  diagnosis. 

Treatment 

Since  Fitz’s  report  in  1886,  three  major 
improvements  have  occurred  in  the  manage- 
ment of  appendicitis.  The  first  was  the 
development  and  availability  of  general 
anesthesia  and  antiseptic  technique.  The 
second  was  the  antibiotic  era  in  the  1940s, 
which  allowed  more  definitive  treatment  of  the 
complications  of  appendicitis.  The  last  major 
improvement  began  in  the  1970s  with  the 
understanding  that  anaerobic  bacteria  were 
primary  pathogens  in  appendicitis  and  its 
septic  complications.  Anaerobic  antibacterial 
coverage  has  now  been  shown  to  reduce 
postoperative  wound  infection  and  intra- 
abdominal sepsis,  with  subsequent  reduction 
in  mortality.  Morbidity  has  remained  rela- 
tively constant  throughout  these  advances  and 
usually  includes  wound  infection,  ileus, 
atelectasis,  abscess  formation,  and  urinary 
retention.  Today,  for  the  general  population, 
the  morbidity  rate  for  appendicitis  is  1.6 


Figure  5a.  Laparoscopic  appendectomy:  Trocar  and 
instrument  placement. 
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percent,  and  the  mortality  rate  is  0.8 
percent. 

Laparoscopic  .^pendectomy 
Since  1886,  the  treatment  for  appendicitis  has 
been  appendectomy  performed  through  a right 
lower  quadrant  incision.  The  first  laparoscopic 
appendectomies  were  performed  in  1982  by 
two  German  surgeons.  Pier  and  Gotz.^® 

To  perform  a laparoscopic  appendectomy, 
the  surgeon  stands  on  the  patient’s  left  side, 
and  the  first  assistant  stands  on  the  right  side. 
The  laparoscope  port  is  placed  in  the 
infraumbilical  position  and  the  working  port  in 
the  midline  or  left  lower  quadrant  (Figure  5a). 
Other  retracting  ports  can  be  placed  at 
McBumey’s  point,  in  the  right  upper 
quadrant,  or  in  the  midline.  The  appendix  is 
grasped  near  the  tip  and  displaced  toward  the 
midline,  allowing  the  mesoappendix  to  be 
spread  like  a sail  (Figure  5b).  Next  the 
mesoappendix  is  ligated  and  transected  using 
bipolar  cautery,  endo  clips,  intracorporeal  or 
extracorporeal  suturing  or  the  endo  GIA 
stapler  (Figure  5c).  The  appendiceal  base  is 
then  ligated  using  absorbable  ligatures  or  the 
endo  GIA  stapler  (Figure  5d),  and  the  mucosa 
is  cauterized.  The  appendix  is  removed 
through  the  operative  port,  with  a specimen 


Figure  5b.  Laparoscopic  appendectomy:  Retraction  of  the 
appendix,  edlowing  the  mesoappendix  to  “spread  like  a 
sail,”  and  dissection  of  the  mesoappendix. 
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Figure  6c.  Laparoscopic  appendectomy:  Ligation  and 
transection  of  the  mesoappendix. 


Figure  6e.  Laparoscopic  appendectomy:  Removal  of  the 
appendix.  (From  Vallina  VL,  Velasco  JM,  McCulloch  CS. 
Laparoscopic  versus  conventional  appendectomy  .Ann  Surg 
1993;  218:  685-692;  Olustrator:  Christine  Bernardi;  with 
permission.) 

bag  being  used  if  the  appendix  is  gangrenous 
(Figure  5e).^'^ 

Theoretical  advantages  of  laparoscopic 
appendectomy  include  a better  view  of  the 
abdomen  compared  with  that  provided  by  a 
small  right  lower  quadrant  incision,  ability  to 


Figure  5d.  Laparoscopic  appendectomy:  Ligation  of  the 
appendix  before  transection. 


treat  nonappendiceal  lesions,  reduced  tissue 
trauma,  more  rapid  return  of  bowel  function, 
less  postoperative  pain,  shorter  hospital  stay, 
rapid  return  to  prehospital  activity,  good 
exposure  even  in  obese  patients,  and  lower 
incidence  of  postoperative  wound  infection.*®-^® 

One  of  the  most  persistent  arguments  for 
laparoscopic  appendectomy  is  the  low  rate  of 
wound  infection,  which  can  occur  in  as  many  as 
10  percent  of  patients  who  undergo  open 
appendectomy.^®  Because  the  inflamed  appen- 
dix is  removed  through  a trocar  with  the 
laparoscopic  method,  contact  of  the  specimen 
and  the  subcutaneous  tissue  is  eliminated, 
reducing  the  risk  for  contamination  and 
infection. 

Although  reports  of  these  laparoscopic 
procedures  deal  with  relatively  small  numbers 
of  patients,  the  results  are  quite  favorable. 
Hospital  time  is  significantly  decreased  with 
laparoscopic  appendectomy,  with  most  pa- 
tients having  full  return  of  bowel  activity  on 
the  first  postoperative  day  and  being 
discharged  upon  ambulation.^®’^^  In  one  study, 
the  average  hospital  stay  was  2.7  postoperative 
days  (Figure  6)®';  discharges  were  categorized 
by  diagnosis,  with  all  hospital  stays  being 
shorter  with  the  laparoscopic  approach. 

Time  to  return  to  normal  activity  after 
laparoscopic  appendectomy  is  comparable  to 
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Figure  6.  Hospital  stay  for  traditional  and  laparoscopic 
appendectomy.  (From  Schroder  DM,  Lathrop  J C,  Lloyd  LR, 
Boccaccio  JE,  Hawasli  A:  Laparoscopic  appendectomy  for 
acute  appendicitis:  is  there  reedly  any  benefit?  Am  Surg 
1993;69:541-548;  with  permission.) 

that  after  open  appendectomy  and  was  shorter 
in  two  studies. Postoperative  pain  is 
predictably  less  with  laparoscopic  appendec- 
tomy, and  narcotic  usage  is  likewise  lessened. 

Operative  time  is  predictably  longer  with 
the  laparoscopic  approach.  It  is  important  to 
note  that  most  open  appendectomies  are 
performed  by  junior  house  staff  and  that 
experienced  surgeons  can  perform  the  opera- 
tion even  faster.  With  the  advent  of  newer 
laparoscopic  instruments,  such  as  the  endo 
GIA  stapler,  however,  operative  time  is 
decreasingfor  the  laparoscopic  approach.^®'®°'®^'®^ 


Laparoscopic  CoDventional 

Appendectomy  Appendectomy 


I2^t  6T 


Figure  7.  Hospital  cost  analysis.  Mean  total  cost  for 
laparoscopic  appendectomy  was  $6,748  and  that  for 
conventional  appendectomy  was  $5,010.  (From  Vallina  VL, 
Velasco  JM,  McCulloch  CS.  Laparoscopic  versus  conven- 
tional appendectomy.  Aran  Surg  1993;218:685-692;  illustra- 
tor: Christine  Bernardi;  with  permission.) 
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In  one  prospective  study,  the  overall  cost  of 
appendectomy  was  evaluated.”  Laparoscopic 
appendectomy  cost  $6,700  to  $8,700,  whereas 
the  conventional  open  approach  cost  $5,000  to 
$6,200.  On  analysis,  surgical  supplies  consti- 
tuted the  main  cost  of  the  laparoscopic 
procedures,  while  hospital  costs  accounted  for 
the  majority  of  the  cost  of  the  conventional 
procedures  (Figure  7).  These  findings  have 
been  reiterated  in  other  studies.^^ 

Technically,  laparoscopic  appendectomy  is 
reported  to  be  simpler  to  perform  than 
laparoscopic  cholecystectomy  and  does  not 
have  the  potential  risks  of  injury  to  tJie 
common  bile  duct  or  retained  stones. 

Conversion  rates  from  laparoscopic  to  open 
techniques  range  from  1 percent  to  17  percent 
and  most  likely  reflect  an  exercise  of  good 
judgment  rather  than  technical  failure. 
Indications  for  conversion  to  an  open 
procedure  include  marked  contamination, 
sepsis,  obscure  anatomy,  adhesions,  bleeding, 
abnormal  appendiceal  position,  abscess  forma- 
tion, and  perforation.^® 

Appendectomy  is  recommended  in  cases  of 
suspected  appendicitis  in  which  the  appendix 
appears  normal.  Appendectomy  increases 
morbidity  and  postoperative  disability  of 
diagnostic  laparoscopy  marginally  if  at  all,  but 
it  is  not  indicated  when  laparoscopy  identifies 
another  condition  that  mandates  surgical 
intervention.^® 

At  present,  laparoscopic  appendectomy 
remains  a new  technique  with  an  unclear  role, 
as  the  conventional  muscle-splitting  incision 
used  for  open  appendectomy  produces  rela- 
tively little  morbidity  and  mortality  in  contrast 
to  the  open  cholecystectomy  incision.  The 
laparoscopic  approach  is  particularly  advanta- 
geous in  cases  of  imcertain  diagnosis  and  when 
the  patient  is  obese.  Major  complication  rates 
are  no  higher  with  laparoscopic  appendectomy 
than  those  with  conventional  appendectomy, 
with  less  chance  for  stump  blowout  noted  in 
early  reports.” 

As  laparoscopic  techniques  and  surgeons’ 
skills  advance  and  as  equipment  prices 
decrease,  laparoscopic  appendectomy  will 
become  the  procedure  of  choice  for  the 
treatment  of  appendicitis. 


Del  Med  Jrl,  June  1995,  Vol  67  No  6 


Scientific  Article 


References 

1.  Textbook  of  Surgery.  Sabiston  DC  (ed).  14th  ed. 
Philadelphia,  WB  Saunders  Company,  1991. 

2.  Jones  DJ.  Appendicitis.  BMe7 1992;306:44-47. 

3.  Greenfield  LJ,  Mulholland  MW,  Oldham  KT,  Zelenock 
GB  (eds).  Surgery:  Scientific  Principles  and  Practice. 
Philadelphia,  JB  Lippincott,  1993,  pp  1130-1142. 

4.  Bennion  RS,  Baron  EJ,  Thompson  JE  Jr,  Downes  J, 
Summanen  P,  Talan  DA,  Finegold  SM.  The 
bacteriology  of  gangrenous  and  perforated  appendici- 
tis — revisited.  Arm  Surg  1990;211:165-171. 

6.  Thadepalli  H,  Manded  AK,  Chuah  SK,  Lou  MA. 
Bacteriology  in  the  appendix  and  ileum  in  health  and 
in  appendicitis.ATOSurg  1991:57:317-322. 

6.  Thadepalli  H,  Lou  MA,  Bach  VT,  Matsui  TK,  Mandal 
AK.  Microflora  of  the  human  small  intestine.  Am  J 
Surg  1979;138:846-850. 

7.  Antal  A,  Szolcsanyi  J,  Bartho  L.  Motor  response  to 
electric  spatial  stimulation  of  isolated  intact  and 
inflamed  human  appendixActo  ChirHung  1991;32:33- 
38. 

8.  Guidry  SP,  Poole  GV.  The  anatomy  of  appendicitis. 
Am  Surg  1994;60:68-71. 

9.  Shen  GK,  Wong  R,  Daller  J,  Melcer  S,  Tsen  A,  Awtrey 
S,  Rappaport  W.  Does  the  retrocecal  position  of  the 
vermiform  appendix  alter  the  clinical  course  of  acute 
appendicitis?ArcA  Surg  1991;126:669-670. 

10.  Putnam  TC,  Emmens  RW.  Appendicitis  in  children. 
Surg  Gynecol  Obstet  1990;  170:527-532. 

11.  Smithy  WB,  Wexner  SD,  Dailey  TH.  The  diagnosis  emd 
treatment  of  acute  appendicitis  in  the  aged.Dts  Colon 
Rectum  1986;29:170-173. 

12.  Chaudhuri  TK,  Fink  S,  Mahon  CB,  Mahadevan  H, 
Farpour  A.  Current  status  of  imaging  in  the  diagnosis 
of  acute  appendicitis.  Am  JPAysioi  Imaging  1990;6: 89-96. 

13.  Field  S,  Guy  PJ,  Upsdell  SM,  Scourfield  AE.  The  erect 
abdominal  radiograph  in  the  acute  abdomen:  should 
its  routine  use  be  abandoned?  Br  Med  J (Clin  Res  Ed) 
1985;290:1934-1936. 

14.  Jeffrey  RB,  Jain  KA,  Nghiem  HV.  Sonographic 
diagnosis  of  acute  appendicitis:  interpretive  pitfalls. 
AJR  1994;162:55-59. 

16.  Maxwell  JM,  Ragland JJ.  Appendicitis:  improvements 
in  diagnosis  and  treatment  Am  Surg  1991;57:282-285. 

16.  Larson  GM,  Cheadle  WG,  Polk  HC  Jr.  Appendectomy 
for  acute  appendicitis.  In  Ballantyne  GH,  Leahy  PF, 
Modlin  IM  (eds). Laparoscopic  Surgery.  Philadelphia, 
WB  Saunders  Company,  1994,  pp  215-221. 

17.  Vallina  VL,  Velasco  JM,  McCulloch  CS.  Laparoscopic 
versus  conventional  appendectomy.  Ann  Surg  1993; 
218:685-692. 

18.  MacFadyen  BV  Jr,  Wolfe  BM,  McKernan  JB. 
Laparoscopic  management  of  the  acute  abdomen, 
appendix,  and  small  and  large  bowel. Surg  ClinNorth 
Am  1992;72:1169-1183. 

19.  Buckley  RC,  HaU  TJ,  Muakkassa  FF,  Anglin  B, 
Rhodes  RS,  Scott-Connor  CEH.  Laparoscopic  appen- 
dectomy: is  it  worth  it?  Am  Surg  1994;60:30-34. 

20.  Fritts  LL,  Orlando  R III.  Laparoscopic  appendectomy: 
a safety  and  cost  analysis.  Arch  Surg  1993;128:621- 
626. 

21.  Schroder  DM,  Lathrop  JC,  Lloyd  LR,  Boccaccio  JE, 


Hawasli  A.  Laparoscopic  appendectomy  for  acute 
appendicitis:  is  there  really  any  benefit?  Am  Surg 
1993;69:641-548. 

22.  Schirmer  BD,  Schmieg  RE  Jr,  Dix  J,  Edge  SB,  Hanks 
JB.  Laparoscopic  versus  traditional  appendectomy  for 
suspected  appendicitis.  Am  J Surg  1993;166:670-676. 

23.  Richards  W,  Watson  D,  Lynch  G,  et  al.  A review  of  the 
results  of  laparoscopic  versus  open  appendectomy. 
Surg  Gynecol  Obstet  1993;177:473-480. 


K§ntmere 

A Not-for-profit 

Community  Nursing  Care  Center 

Love.  Compassion.  Companionship. 
Creative  activity.  A warm  comfortable 
homelike  atmosphere  for  hundreds  of 
men  and  women  since  1901.  Skilled  and 
Intermediate  Care.  Special  Care  for 
Alzheimer’s  patients. 

We’re  Medicaid  and  Medicare 
approved.  When  you  need  a nursing 
care  center  for  one  of  your  patients, 
consider  Kentmere.  For  information 
call  Yvonne  Dinneen  at  302/652-3311. 

Operated  by  The  Home  of  Merciful  Rest  Society,  Inc. 

A Caring  Environment 
Since  1901 

1900  Lovering  Avenue  Wilmington,  Delaware 


Del  Med  Jrl,  June  1995,  Vol  67  No  6 


334 


V. 


WOMENS.  IMAGING  CENTED 


OB-Gm  ABDOMINAL  AND  BREAST  ULTRASOUND 
ENDOVAGINAL  SCANNING 

BREAST  ASPIRATION  OF  SOLID  AND  CYSTIC  MASSES 
UNDER  ULTRASONIC  GUIDANCE 

AMNIOCENTESIS 

CHORIONIC  VILLI  SAMPLING  PROGRAM* 

WITH  GENETIC  GUIDANCE  COUNSELING 

*AffiUated  with  the  Medical  Center  of  Delaware 
and  Jefferson  Medical  College 


J24-26  Omega  Drive 
riewark,  Delaware  19713 

(302)  738-9100 


HOURS:  Mon.  to  Fri.  8AM  - 5FM  • Wed.  SAM  - 8PM  • Sat.  SAM  - 1PM 
Radiology  Consultants: 

Steven  Edell,  D.O.,  F.A.C.R.  Christine  Dietrich,  M.D.  Barbara  Peters,  M.D. 

Susan  Barnes,  M.D.  Anthony  Scola,  M.D.  Anne  Lee,  M.D. 

Accredited  by  the  American  College  of  Radiology 


VNA  Rehabilitation 
Inspires  Mobility, 
Communication, 
Independence 


and  Enthusiasm. 


At  VNA,  we  know  a comfortable  environment  for 
rehabilitation  can  inspire  people  who  are  working 
to  get  back  on  their  feet  again.  And  this  knowledge  has  inspired  us  to  provide  you  with 
Specialty  Care  Services,  such  as  rehabilitation,  in  the  very  best  environment  possible.  Home. 
In  addition,  we  offer  you  highly  specialized  home  health  care  in  other  areas,  including 
l.V.  Therapies,  Oncology,  HIV/AIDS,  Obstetrics,  Neonatology  and  Pediatrics.  So  after  you’re 
discharged  from  the  hospital,  VNA’s  skilled  professionals  will  help  you  hit  the  ground  running. 

Which,  in  turn,  will  help  put  you  on  the  road 
to  recovery.  Call  (302)  323-8200  for  more  information... 
we’re  on  call  and  listening  24  hours  a day. 


\N\ 


Idelaware 


Visiting  Nurse 
Association 
of  Delaware 


COME  HOME  TO  VNA  SPECIALIZED  HEALTH  CARE. 


First  Annual  Delaware  Electronic  Data 


Subcommittee  on  Physician  Office  Computerization  EDI  Industry  Workgroup 


Keynote  speaker  Joan  Salvitti  of  HDX  spoke  about  Jana  Siwek,  Medical  Society  of  Delaware’sPAystcians’ 

the  future  of  EDI  in  the  healthcare  industry.  Advocate,  teaching  the  breakout  session  “Using  Your 

Computer  to  Manage  Your  Receivables  More  Effectively.” 


Over  200  people  attended  the  First  Annual  EDI  Expo  sponsored  by  the  Medical  Society  of  Delaware 
and  its  EDI  Workgroup  on  April  12  and  19,  1995. 

The  Electronic  Data  Interchange  Expo  was  designed  to  give  physicians  an  overview  of  EDI  in 
health  care  and  where  various  payors  fit  in  the  EDI  spectrum.  The  Expo  gave  an  insurance  panel  an 
opportunity  to  give  informative  overviews  of  their  present  and  future  EDI  capacity.  The  Expo  also 
offered  educational  sessions  on  topics  of  interest,  provided  a forum  for  meeting  EDI  vendors,  and 
enabled  attendees  to  review  products  and  services  currently  available  on  the  market. 

Attendees  learned  that  EDI  has  worked  in  other  industries  and  that  it  was  now  time  for  them  to 
reap  its  benefits,  particularly  in  a managed  care  environment.  Insurance  representatives  explained 
their  EDI  capabilities  including:  claims  transmittal  and  acceptance,  electronic  remittance  advice, 
electronic  funds  transfer,  and  eligibility  and  authorizations.  Attendees  had  the  option  of 
participating  in  different  breakout  sessions:  how  to  best  shop  for  an  EDI  vender,  how  using  a 
computer  can  enable  them  to  manage  their  receivables  effectively,  the  benefits  of  electronic  billing, 
and  understanding  Medicare’s  new  documentation  guidelines  for  evaluation  and  management 
services. 

Besides  having  acquired  basic  knowledge  on  how  they  can  take  advantage  of  EDI  to  improve 
their  practices,  offices  reported  additional  benefits  as  well.  For  example,  one  practice  was  able  to 
save  money  by  connecting  directly  with  a clearinghouse  instead  of  going  through  an  intermediary; 
another  saw  that  not  understanding  the  Medicare  guidelines  was  causing  an  office  to  underbill;  and 
another  took  advantage  of  having  an  insurer’s  speaker  there  to  have  a concern  addressed  effectively. 
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Interchange  Expo:  April  12  & 19, 1995 


The  insurance  panel  held  the  interest  of  the  attendees  as  speakers  from  various  insurance  payors  spoke  on  the  panel. 
(From  left  to  right;  Marti  Evanoff,  Principal  Health  Care;  Dan  King,  Healthcare/DVHMO;  David  Morris,  US 
Healthcare;  Derek  Moore,  BC/BS  of  DE;  Kay  Wasno,  EDS;  Norman  Clenadaniel,  State  of  DE  Medicaid;  MyLien 
Nguyen,  Aetna;  Matthew  Doddridge,  Xact  Medicare  Services. 


Ray  Lomhardo,  Senior  AccountMan- 
ager  of  NEIC  enthusiastically  dis- 
played the  effectiveness  of  the  Elec- 
tronic Claims  Processing. 


EDI  Vendors  demonstrated  EDI  ca- 
pabilities for  the  varying  needs  of  of- 
fices. 


Many  attendees  were  able  to  view 
the  EDI  products  in  a “hands-on”  at- 
mosphere. 


Breakout  sessions  such  as  “How  to  Shop  for  an  EDI  Vendor”  prepared  attendees  for  the  many  questions  to  ask  while 
interviewing  vendors. 
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Diagnostic  Imaging  Associates,  pa 
Celebrates  the  Centennial  Anniversary  of 
The  Discovery  of  x-rays 

Wilhelm  Conrad  Roentgen  discovered  x-rays  in  1895  and  the  modern  age  of  medical  imaging  began. 

We  celebrate  beginning  vith  a continuing  commitment  to  medical  imaging  excellence  for  our  patients. 


Dr.  Ka-Khy  Tze,  Radiologist  & Medical  Director 
“Diagnostic  Imaging  Associates,  pa,  maintains  its  commitment  to 
medical  imaging  excellence  vtth  state  of  the  art  equipment,  utilizing  the  most  modern 

TECHNOLOGY  AVAILABLE  TODAY.  OUR  NEW  SPIRAL  CT  CAN  IMAGE  AN  ENTIRE  AREA  OF  INTEREST,  SUCH 
AS  THE  CHEST  OR  ABDOMEN  IN  A SINGLE  BREATH  HOLD. 

Thanks  to  Wilhelm  Roentgen  and  his  predecessors,  medical  imaging  has  become  an 

ESSENTIAL  PART  OF  THE  PATIENT’S  DIAGNOSIS  AND  CURE”. 

Diagnostic  Imaging  Associates  has  seven  convenient  locations  in  New  Castle  County 

STAFFED  BY  BOARD  CERTIFIED  RADIOLOGISTS  AND  HIGHLY  TRAINED  TECHNOLOGISTS. 

❖ 

OUR  FULL  RANGE  OF  OUT-PATIENT  SERVICES  INCLUDES: 

• High-field  mri  • New  spiral  ct  scanning 
• Ultrasound  including  color  doppler  • Mammography 
• Fluoroscopy  • Nuclear  Medicine  • General  x-ray 

All  of  our  reports  are  sent  promptly  via  fax  or  same  day  delivery 
SERVICE.  Patients  are  scheduled  promptly  and  treated  with  personal,  efficient  care. 


FOR  PATIENT  INFORMATION  AND  CENTRAL  SCHEDULING 


302-425-4DIA 


Diagnostic  Imaging  Associates,  PA 


Omega  Imaging  Associates  • L-6  Omega  Professional  Center  • Newark  • 738-9300 

Omega  Magnetic  Resonance  Imaging  Center  • L-6  Omega  Professional  Center  • Newark  • 738-9300 

Omega  Nuclear  Diagnostic  Center  • K-15  Omega  Professional  Center  • Newark  • 368-8150 

Brandywine  Imaging  Center  • 701  Foulk  Road  • Suite  E-1  • Wilmington  • 654-5300 

Pike  Creek  Imaging  Center  • 3105  Limestone  Road  • Suite  106  • 995-2037 

Wilmington  Magnetic  Resonance  imaging  Center  • 1020  Union  Street  • Wilmington  • 427-9855 

Omega  Medical  Center  • K-15  Omega  Professional  Center  • Newark  • 368-5100 


SCIENTIFIC  ARTICLE 


Aeromedical  Transport 


Hector  Peniston-Feliciano  MD 


Introduction 

As  our  understanding  of  medicine  has  evolved, 
the  conditions  under  which  care  has  been 
rendered  have  expanded.  For  instance, 
emergency  medicine  has  found  its  scope  of 
practice  expanding  to  include  out-of-hospital 
treatment  using  various  paramedical  physi- 
cian extenders.  These  obviously  include  the 
utilization  of  new  technologies  in  the 
treatment  and  transport  of  patients.  This 
paper  will  explore  how  the  use  of  the  aircraft 
has  impacted  upon  transport  and  medical 
treatment  of  patients. 

The  first  question  that  comes  to  mind  is 
why  utilize  aircraft.  One  of  the  most  common 
answers  is  to  allow  for  the  expedient  delivery  of 
personnel  and  equipment  to  areas  in  need. 
Another  reason  is  the  rapid  transport  of 
patients  to  pertinent  facilities  for  treatment. 
Estimates  of  the  number  of  lives  saved  since 
the  advent  of  aeromedical  transport  range 
from  73,000  to  1,000,000.^  This  could  be  due  to 
the  fact  that  the  probability  of  survival  of 
patients  with  moderate  to  severe  Injury 
Severity  Scores  is  substantially  greater  in  the 
tertiary  care  facility  than  the  community 
hospital.®  A 52  percent  reduction  was  observed 
in  predicted  mortality  of  patients  who  were 
aeromedically  transported  when  compared  to 
ground  transport.®  A subsequent  study 
confirmed  the  initial  results  and  further 

Dr.  Peniston-Feliciano  practices  at  the  Department  of 
Emergency  Medicine,  Medictil  Center  of  Delaware, 
Newark,  Delaware. 


demonstrated  that  the  aeromedical  nonsurvivors 
died  of  more  serious  injuries  than  did  the  Major 
Trauma  Outcome  Study  nonsurvivors,  and  the 
aeromedical  survivors  survived  with  more 
serious  injuries  than  the  MTOS  survivors. 
They  documented  the  greatest  reduction  in 
predicted  mortality  in  patients  whose  probabil- 
ity of  survival  was  less  than  75  percent  based 
on  injury  severity.^ 

A second  point  of  interest  is  how  to  staff  the 
aircraft.  Various  permutations  of  a physician/ 
paramedic/RN  crew  have  been  utilized. 
Several  studies  have  been  conducted  to  explore 
the  utility  of  a flight  physician.  In  a 
multicenter  study  published  in  1985,  four  of 
the  services  surveyed  utilized  physicians  and 
three  did  not.  One  service  from  each  group 
failed  to  show  any  improvement  in  predicted 
mortality.^  Granted,  the  numbers  are  small 
and  the  variables  many,  but  overall  the 
presence  of  a physician  did  not  appear  to  affect 
outcome.  When  present,  a physician  performed 
major  invasive  life  support  procedures  on  45 
percent  of  patients  at  the  scene.®  However,  a 
further  analysis  shows  that  196/214  of  the 
procedures  performed  could  have  been  per- 
formed by  adequately  trained  paramedical 
personnel  (Table  1).  In  a study  comparing  a 
flight  nurse/physician  team  with  a flight  nurse/ 
paramedic  team,  there  was  a 35  percent 
decrease  (2  percent  overall  mortality  reduc- 
tion) in  the  number  of  predicted  deaths  in  the 
former  group  compared  with  the  latter.®  The 
authors  question  the  effectiveness  of  placing  a 
physician  aboard  a helicopter  in  which  only  one 
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Procedure 

No.  Pts. 

MD 

PM 

Peripheral  IV 

104 

- 

X 

Intubation 

40 

- 

X 

MAST  inflation 

37 

- 

X 

CPR 

11 

- 

X 

Tube  thoracostomy 

7 

X 

- 

Cricothyrotomy 

6 

X 

- 

Needle  thoracostomy 

4 

- 

X 

Central  line 

2 

X 

- 

Pericardiocentesis 

2 

X 

- 

Reduction  of 
pulseless  extremity 

2 

X 

- 

MD:  Should  be  performed  by  MD/DO 

PM:  Can  be  performed  by  paramedical  personnel 

Table  1.  Preferred  personnel  for  performance  of  various 
skills  with  expected  frequency.  Adapted  from  Anderson 
TE.® 


of  every  50  patients  treated  could  benefit.® 
They  emphasize  that  the  difference  was 
accounted  for  by  deficiencies  in  psychomotor 
skills  and  judgment  which  can  be  improved  by 
training  and  on-line  physician  control.®  In 
summary,  the  evidence  seems  to  weigh  against 
the  need  for  a flight  physician,  but  the  jury  is 
still  out. 

General  Considerations 
Aeromedical  transport  is  governed  by  the  laws 
of  physics.  This  has  special  implications  for 
patient  care.  The  most  notable  example  is 
Boyle’s  Law:  P,Vj=P2V2.  The  English  transla- 
tion of  this  formula  states  that  as  altitude 
increases  the  pressure  exerted  on  a gas 
diminishes,  and  its  volume  increases.  As  the 
volume  increases  and  the  number  of  gas 
particles  remains  constant,  the  concentration 
of  a gas  diminishes  while  its  partial  pressure 
remains  constant.  The  clinical  significance  of 
the  expanding  volume  is  that  any  trapped  gas 
can  lead  to  the  rupture  of  its  container,  be  it  a 
glass  bottle  or  a hollow  viscus.  The 


consequences  therefore  vary  from  the  in- 
creased delivery  of  a solution  drip,  to  the  loss  of 
a solution  drip,  to  flying  shrapnel  from  the 
container,  to  the  rupture  of  viscera  with  its 
catastrophic  clinical  consequences.  Other 
potential  spaces  which  can  sequester  air 
include:  endotracheal  tubes  cuffs,  air  splints, 
casts,  MAST  suits,  etc..^® 

The  other  aspect  is  the  decreased 
concentration  of  a particular  gas  with  a 
decrease  in  pressure.  This  will  lead  to  a 
relative  hypoxia,  which  will  require  increased 
supplemental  oxygen  with  increasing  altitude 
(Table  2).  The  degree  of  hypoxia  for  a given 
patient  can  be  calculated  using  the  formula: 
PaOg  = 22.8  - 2.74X  + 0.68Y  where  X equals  the 
altitude  in  thousands  of  feet  and  Y is  the 
patient’s  PaOg  at  sea  level.®  It  is  important  to 
remember  that  pressurized  aircraft  still  have 
an  atmospheric  pressure  equivalent  to  several 
thousand  feet  altitude,  varying  according  to 
the  type  of  aircraft. 

'The  central  piece  of  the  puzzle  is  the 
aircraft  itself.  The  two  major  alternatives  are 
fixed-wing  (airplane)  and  rotary-wing  (helicop- 
ter). Each  alternative  is  available  in  a myriad 
of  configurations  based  on  size,  aircraft 
equipment  and  equipment  within  the  aircraft. 

First  and  foremost  is  safety.  Three  times  as 
many  accidents  are  reported  for  aeromedical 
helicopters  as  for  other  commercial  helicop- 
ters.^® Some  of  the  major  problems  have  been 
weather,  mechanical  failure  and  the  striking  of 
an  obstacle.  In  the  first  six  months  of  1986,  21 
hospital  helicopter  accidents  were  recorded; 


Altitude 

po* 

0,  Sat 

Sea  level 

95 

97 

8000  ft 

56 

89 

12,000  ft 

43 

78 

15,000  ft 

37 

70 

18,000  ft 

32 

61 

Table  2.  Effect  of  altitude  on  pO^  and  O2  saturation. 
(Adapted  from  Parson  CJ.>’ 
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this  projects  out  to  12  percent  of  all  hospital- 
based  helicopters/year  and  65  lives/100,000 
flying  hours.^  Therefore,  the  most  important 
thing  is  to  be  thoroughly  familiar  with 
procedures,  both  regular  in-flight  and  emer- 
gency. Remember  to  secure  the  patient,  the 
equipment  and  yourself.  Some  authors  even 
recommend  the  use  of  restraints,  helmets, 
flame-retardant  clothing  and  boots.^°  You 
should  be  aware  of  the  equipment  available 
within  the  craft,  its  operation,  troubleshooting 
and  compatibility  in  terms  of  power,  oxygen 
and  any  other  type  of  requirements. 

The  last  point  to  mention  is  cost.  Recent 
estimates  have  increased  from  $1433  in  1988“ 
to  $2182  in  1991'°  to  $2378  in  1993'2  (Table  3). 
No  doubt  this  last  factor  will  have  a great 
influence  on  the  continued  availability  of 
aeromedical  transport. 

The  raison  d’etre  for  this  complex 
transportation  scheme  is  patient  care.  Several 
details  should  be  kept  in  mind  in  order  to 
insure  a safe  and  effective  transport.  First, 
consider  pre-transport  factors,  a pre-flight 
check  so  to  speak.  Communication  is  of  utmost 
importance,  especially  for  the  receiving 
facility.  A full  report  will  enable  the  transport 
team  and  receiving  facility  to  prepare  and 


Referring  MD/DO: 

name 

telephone  number 

Institution 

Patient: 

name 

diagnosis 

location 

History 
Physical 
Problem  List 

Tests 

Intravenous  Fluids 
Medications 

AirwayA^  entilation 
Cardiac  Rh)d;hm 
Family  Notified? 
Nursing:  Report 

Drip  preparation 
Invasive  monitors 

Ventilator  parameters 
Special  equipment 

Table  3.  Sample  interfacility  transfer  data  form.® 


Service 

Sample  Criteria 

New  England 

Ground  transport  hazardous 

Life  Flight 

or  delayed 

Case  ties  up  ground  EMS 
service  > 60  min 

GCS  < 10 

Blumen  IJ 

MVA  vs.  pedestrian  > 10  MPH 

Fall  > 16  ft 

Intubated  patient 

Shands  Cair 

Need  for  ALS 

Flight  Program 

Mass  casualty  incident 

Insufficient  personnel  or  equip- 
ment 

North  Flight 

Invasive  monitoring 

EMS 

Thrombol}ftics 

Vasopressors 

Grant  Medical 
Center’s  Life 

Injury  complicating  illness 

Flight 

Helicopter  response  time  faster 

Transport  by  air  faster 

Table  4.  Utilization  criteria  for  sample  aeromedical 
agencies,  i.i®.  12,  h 


deliver  the  best  medical  care  possible.  Table  3 
shows  a model  for  a report  sheet  adapted  from 
Hall  et  al.®  Part  of  the  preparation  involves 
screening  for  suitable  candidates  for  transport. 
Different  air  transport  systems  have  developed 
their  own  criteria  for  indications  and 
contraindications  for  their  services  (Table  4). 
Another  important  element  is  to  secure  the 
documents  necessary.  Make  sure  you  have 
copies  of  records  (e.g.,  notes,  orders,  ECGs,  X- 
rays,  etc.),  consents,  living  wills,  power  of 
attorney,  COBRA  forms  and  any  other  medico- 
legal document  deemed  important  to  the 
delivery  of  good  medical  care. 

The  critical  element  of  any  transport  will 
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be  full  attention  to  the  basics:  securing  your 
ABCs.  This  should  be  reinforced  before,  during 
and  after  any  transport. 

Make  sure  the  airway  is  protected.  Possible 
problems  include  excessive  secretions,  hypox- 
emia, increased  work  of  breathing  and 
ventilatory  failure.  Endotracheal  intubation 
may  be  necessary  as  a prophylactic  and/or 
therapeutic  procedure.  If  airway  difficulties 
are  anticipated,  they  should  be  addressed  on 
the  ground  before  initiation  of  the  transport.®  A 
patient  with  wired  jaws  who  starts  vomiting 
during  transport  will  severely  compromise  the 
airway.  Cariying  wire  cutters,  replacing  the 
wires  with  elastics  or  administrating 
antiemetics  prophylactically  should  be  consid- 
ered in  this  case.'' 

Breathing  should  be  periodically  assessed. 
This  could  be  done  with  arterial  blood  gases, 
pulse  oximetry  and/or  capnometry.®  Braman  et 
al  studied  blood  gases  of  patients  during  intra- 
hospital transport.  They  found  that  life- 
threatening  hemodynamic  events  correlated 
significantly  with  large  differences  in  blood 
gases  from  those  measured  at  baseline.'^  It 
probably  is  safe  to  extrapolate  these  findings  to 
inter-hospital  transports.  Gervais  et  al  studied 
how  to  ventilate  patients  during  intra-hospital 
transports.  They  found  that  the  blood  gases  of 
patients  manually  ventilated  with  a tidal 
volume  meter  were  not  statistically  different 
before  and  after  transport,  while  those  of 
patients  who  were  manually  ventilated 
without  monitoring  and  those  ventilated  with 
a portable  ventilator  did  achieve  a statistically 
significant  difference.'®  During  flight,  increas- 
ing altitude  and  decreasing  humidity  may 
exacerbate  a pneumothorax.'  In  addition,  tube 
thoracostomies  should  not  be  clamped  in 
patients  with  positive  pressure  ventilation  or 
those  without  positive  end-expiratoiy  pressure 
or  continuous  positive  airway  pressure.'® 

Circulation  problems  to  be  encountered 
will  be  due  either  to  pump  or  volume 
difficulties.  Ventricular  function  and  vascular 
tone  should  be  adequate,  using  pharmacologi- 
cal assistance  as  needed  to  maintain  stable 
vital  signs.  Vascular  integrity  should  also  be 
corrected  as  needed.®  If  large  volumes  of  fluids 
are  necessary,  em  8.0-8. 5 French  introducer 
may  be  very  useful.® 
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The  last  thing  to  keep  in  mind  is  the 
aeromedical  environment.  Rotorcraft  and 
unpressurized  fixed-wing  aircraft  are  very 
noisy.  This  hinders  the  use  of  stethoscopes  for 
auscultation.  These  aircraft  tend  to  have  high 
levels  of  vibrations  which  may  have  an  impact 
on  your  monitoring  and  therapeutic  equipment 
and  their  calibrations.  In  addition,  with 
increasing  altitude,  humidity  and  temperature 
fall.'®  Compounding  the.  possible  hypothermia 
is  the  wind  chill  effect  from  the  rotor  wash  of 
the  turning  blades.'  Therefore,  the  patient 
should  be  protected  from  the  elements.  A last 
factor  to  keep  in  mind  is  the  possible 
accumulation  in  the  cabin  of  the  aircraft’s 
exhaust  fumes.  A high  concentration  of  carbon 
monoxide  can  be  deleterious  to  the  health  and 
safety  of  patient  and  crew.' 

Special  Considerations 
Certain  groups  of  patients  have  luiique 
management  problems.  To  be  considered  are 
the  trauma,  cardiac  and  pediatric  patients. 

Trauma  patients  pose  several  interesting 
dilemmas.  The  first  one  is  whether  to  transport 
post-traumatic  cardiac  arrest  victims.  Wright 
et  al  found  no  survival  of  such  patients 
transported  by  an  air  medical  crew.'^ 
Furthermore,  they  detail  that  six  patients 
were  initially  resuscitated  by  the  transport 
team,  but  all  subsequently  died  in  the  hospital. 
They  conclude  that  helicopter  transport  of 
such  patients  does  not  appear  justified. 

Another  interesting  question  is  which 
trauma  patients  should  be  intubated.  O’Brien 
et  al  report  that  of  all  patients  with  an  initial 
Glasgow  Coma  Score  less  than  or  equal  to  10, 
96.4  percent  were  intubated.  Only  13  percent 
of  all  patients  with  a GCS  greater  than  10  were 
intubated.  In  terms  of  Trauma  Scores,  89.5 
percent  of  all  patients  with  an  initial  TS  less 
than  or  equal  to  12  were  intubated,  while  only 
15.8  percent  of  patients  with  a TS  greater  than 
12  were  intubated.'®  These  numbers  may  be 
used  as  a rough  field  guideline  of  which 
patients  should  be  initially  intubated. 

Orthopedic  patients  also  present  some 
complications.  Patients  with  casts  should  have 
them  split,  and  the  extremity  elevated  in  order 
to  prevent  a compartment  syndrome.^  Patients 
with  balanced  traction  should  be  switched  to 
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fixed  tractions  due  to  the  possibility  of  loose 
weights  becoming  projectiles.''  Finally,  a series 
of  air-evacuated  thermally  injured  patients 
was  published  by  Treat  et  al.  They  found  68 
treatment  deficits  upon  arrival  of  the  transport 
team  to  the  sending  facility,  such  as  improper 
respiratory  management  in  20;  no  intravenous 
fluids  despite  indications  in  42,  and  absent 
peripheral  pulses  in  six  patients. 

Burn  patients  have  an  extraordinary  fluid 
requirement  which  is  enhanced  by  the 
increased  evaporative  water  loss  from  the  skin 
and  lungs  because  of  the  low  humidity  aboard 
aircraft.  Six  of  eight  patients  who  were 
hypotensive  when  they  arrived  at  the  burn 
unit  subsequently  died  of  sepsis.'®  Twenty -nine 
patients  received  intravenous  medication 
during  the  flight  consisting  of:  mannitol  in  8, 
bicarbonate  in  3,  narcotic  analgesia  in  15,  and 
pancuronium  bromide  in  3.'®  Therefore,  burn 
victims  need  special  attention  to  pain  and 
agitation  control. 

Cardiac  patients  represent  a large  number 
of  inter-hospital  transports.  In-flight  complica- 
tions range  from  serious  hypotension  and  new 
arrhythmias  as  reported  by  Kaplan  et  aP°  to 
hypotension,  third-degree  AV  block,  ventricu- 
lar tachycardia,  ventricular  fibrillation,  and 
sinus  bradycardia  among  others  as  reported  by 
Bellinger  et  al.^'  As  necessary  interventions 
Kaplan  et  al  reported  IV  antiarrhythmics, 
cardiac  pressors,  and  IV  vasodilators,'^®  while 
Bellinger  et  al  reported  administration  of 
lidocaine,  fluid  bolus,  CPR,  dopamine,  and 
cardioversion/defibrillation  as  their  five  most 
frequent  procedures.®'  Most  if  not  all  of  the 
necessary  procedures  could  be  performed  by 
adequately  trained  paramedical  personnel. 

The  pediatric  population  also  represents  a 
special  population.  Smith  and  Hackel  found 
that  most  of  the  seriously  ill  children 
transported  had  neurological  and  pulmonary 
organ  system  involvement,  encompassing  both 
medical  and  surgical  illnesses.®®  An  Australian 
pediatric  emergency  transport  service  re- 
ported that  all  problems  encountered  en  route 
related  to  air  transport.  Two  children 
deteriorated  at  altitude,  due  to  a reduction  of 
inspired  oxygen.  Twice  inadequate  monitoring 
because  of  aircraft  noise  and  vibration 
hampered  care  of  the  child.  In  addition  one 


child  suffered  seizures  and  another  worsening 
bronchospasm  during  transport.®®  As  noted 
earlier,  most  of  these  problems  can  be  dealt 
with  effectively  by  maintaining  the  ABCs. 

Conclusion 

In  summary,  several  questions  pertaining  to 
aeromedical  transport  have  been  explored  emd 
answered  as  best  as  the  available  literature 
allows  us.  Nevertheless,  most  of  the  emergen- 
cies faced  during  this  facet  of  emergency  care 
can  be  dealt  with  adequately,  and  sometimes 
prevented,  with  a strong  emphasis  on  the 
basics  of  patient  care. 

Emergency  Medicine  Forum  Editors: 
Robert  E.  O’Connor  MD 
Ross  E.  Megargel  DO 
Neil  B.  Jasani  MD 
John  F.  Madden  MD 
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GUEST  EDITORIAL 


A Message  From  the  President  of  the  AMA 


Robert  E.  McAfee  MD 

Just  prior  to  DMJ  press  time,  the  Senate  passed  a measure  that  included  several  professional 
liability  tort  reforms  but  did  not,  unlike  the  House  bill  approved  in  March,  include  a cap  on 
noneconomic  damages.  AMA  leaders  say  the  battle  for  the  damage  cap  is  far  from  over  and  that  it 
is  likely  there  will  be  more  opportunities  to  get  a cap  through  the  Senate  or  included  in  a House- 
Senate  conference  committee  consensus  bill. 


On  March  9,  medicine  scored  one  of  its  biggest 
legislative  victories  ever  when  the  House  of 
Representatives,  in  a bipartisan  vote,  ap- 
proved an  AMA-backed  amendment  that 
would  place  a $250,000  cap  on  pain-and- 
suffering  awards  in  medical  malpractice  cases. 

This  historic  vote  came  as  a result  of  an  all- 
out  lobbying  effort  by  your  American  Medical 
Association  and  many  other  medical  organiza- 
tions. It  was  a blockbuster  victory  for  the  AMA, 
the  medical  profession,  and  every  practicing 
physician. 

Liability  reform  has  been  at  the  top  of 
medicine’s  legislative  agenda  for  as  long  as 
most  of  us  can  remember.  Now,  after  20  years 
of  tirelessly  campaigning,  we  can  claim  a major 
win  in  Washington. 

That’s  the  good  news.  The  not-quite-so- 
good  news  is  that  the  legislation  still  has  to  go 
before  the  Senate,  where  the  proposal  is 
certain  to  be  a prime  target  of  the  trial  lawyers’ 
lobby.  So  our  task  is  only  half  complete.  The 
vote  there  is  likely  to  take  place  in  the  next  few 
weeks,  and  before  then  we’ll  probably  be 
calling  on  all  of  you  to  contact  your  senators 
and  let  them  know  where  you  stand. 

Meanwhile,  here  are  some  of  the  things 
we’ve  done,  and  are  continuing  to  do. 

1.  We’ve  mobilized  the  efforts  of  state  and 
county  medical  societies  and  national 
specialty  organizations  to  join  us  in  this 
effort.  In  late  March  we  sent  a letter  to 
every  Senator  that  was  signed  by  the 
medical  societies  of  all  50  states  and  the 


District  of  Columbia  and  by  81  specialty 
societies,  demonstrating  their  unity  in 
calling  for  tort  reform.  In  addition  to  limits 
on  damage  awards,  we  are  seeking  an 
expansion  of  the  joint-and-several  liability 
reforms  to  all  defendants,  not  just  those 
who  sell  products.  The  AMA  Alliance  also 
sent  letters  to  every  county  legislative 
chair  in  the  home  districts  of  members  of 
the  Senate  Judiciary  Committee,  urging 
them  to  call  and  fax  their  support  for 
liability  reforms. 

2.  We’ve  gone  directly  to  Capitol  Hill.  We 
urged  state  societies  to  contact  their 
representatives  one-on-one  in  their  dis- 
tricts during  the  Presidents’  Day  recess, 
and  many  did  so.  During  our  recent 
National  Leadership  Conference  in  Wash- 
ington, we  held  a reception  for  members  of 
Congress  and  followed  that  up  with  one-on- 
one  visits  with  members  of  Congress  by 
physicians  and  delegations  of  physicians. 

3.  We’ve  also  gone  public  with  our  message. 
We’ve  sponsored  drive-time  ads  on 
Washington’s  top  radio  stations,  rebutting 
some  scare  tactics  used  by  the  trial 
lawyers.  We’ve  placed  print  ads  in  the  Wall 
Street  Journal  and  in  Capitol  Hill 
publications.  And  we’ve  sent  our  message 
to  the  editorial  writers  at  all  of  the  nation’s 
top  newspapers,  with  facts  to  back  up  our 
arguments. 

The  public  is  listening.  A Gallup  survey 

showed  that  more  than  71  percent  of 
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Americans  favor  liability  reforms,  including 
caps  on  pain  and  suffering  awards.  Clearly, 
many  of  our  patients  are  on  our  side.  But  we 
can  take  nothing  for  granted. 

Tell  your  patients!  Tell  your  colleagues! 
Tell  your  representatives  in  Congress!  The 
AMA  and  organized  medicine  throughout  the 
U.S.  are  leading  the  more  than  700,000 
physicians  of  America  in  the  battle  for  liability 
reform.  Congress  must  know  we  will  not  stop 
until  the  job  is  done. 

As  this  is  being  written,  liability  reform  is 
at  the  top  of  our  priorities.  But  Medicare 
reform  and  the  AMA’s  1995  Patient  Protection 
Act  also  will  receive  our  major  attention  in  the 
coming  days  and  months. 

Together,  organized  medicine  is  fighting 
for  legislation  that  will  allow  you  to  care  for 
your  patients  to  the  best  of  your  ability  and 
conscience.  I invite  all  of  you  to  join  us  in  that 
fight. 

For  additional  information  on  the  AMA’s 
legislative  programs  or  for  materials  suitable 
for  sharing  with  your  patients,  contact  the 
AMA  Dept,  of  News  and  Information,  (312) 
464-4430. 
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LETTER  TO  THE  EDITOR 


Delaware’s  Physicians  in  Military  Service 
Throughout  Two  Centuries 


The  publication  of  Part  II  of  Reflections  on 
World  War  II  does  not  signal  the  end  of  my 
research  on  the  broad  topic  of,  “Delaware’s 
Physicians  in  Military  Service  Throughout 
Two  Centuries,”  with  currently,  special 
interest  and  focus  on  World  War  II. 

This  project  began  in  1988,  and  will 
probably  go  well  into  the  next  century,  but  for 
now,  with  the  enthusiastic  support  I have 
received  from  your  readers,  my  intention  is  to 
continue  to  pursue  those  Delaware  physicians 
who  are  veterans  of  World  War  II.  The  period 
covered  is  from  December  7, 1941,  to  December 
31,  1946.  It  is  important  for  your  readers  to 
understand  that  the  definition  of  “Delaware 
Physician”  for  the  purposes  of  this  research  is 
very  liberal.  It  encompasses  those  born  in 
Delaware,  whether  they  practiced  here  or  not; 
those  in  practice  in  Delaware  before  the  time 
period  researched;  those  who  came  to 
Delaware  to  practice  after  the  war;  those  who 
may  have  received  any  of  their  medical 
training  within  the  state;  and,  most  signifi- 
cantly, those  doctors  who  may  have  served  in 
the  military  in  World  War  II  in  a branch  other 
than  the  medical  corps. 

The  methods  utilized  for  this  research  were 
covered  in  A Supplement  {Del  Med  Jrl,  Sept. 
94,  pp  523-524),  and  as  was  stated  there,  the 
objective  is  to  tell  the  story  of  all  Delaware 
physicians.  No  one’s  contribution  was  insignifi- 
cant. But,  as  your  readers  will  note  from  the 
list  attached,  there  are  more  veterans  about 
whom  we  have  limited  or  no  information 
(marked  ’•')  than  those  about  whom  we  do.  This 
is  very  disappointing.  Any  reader  who  knows 


any  of  these  “lost”  veterans  listed,  a family 
member  of  the  veteran  or  even  a good  friend  is 
asked  to  personally  contact  them  on  my  behalf 
and  ask  them  to  participate  in  this  research 
project  and  at  the  same  time  notify  me  of  the 
contact. 

In  addition,  if  any  errors  or  omissions  are 
noted  in  this  list  please  bring  them  to  my 
attention.  Further,  though  we  are  currently 
stressing  World  War  II,  those  who  served  in 
Korea,  Vietnam,  Kuwait,  Somalia  or  elsewhere 
during  peace  or  war;  or  who  served  in  any  of 
the  Reserve  Components  are  also  asked  to 
contact  me. 

William  H.  Duncan  MD 
509  Falkirk  Rd. 

Wilmington,  Delaware  19803-2445 
Phone;  (302)  656-0689 
Fax:  (302)  656-0753 

U.  S.  Army  and  U.  S.  Army  Air  Force 
(238) 

Ackart,  Richard  J. 

Ackerman,  Joseph 
Alden,  John  W.,  Jr. 

*Ames,  John  W. 

*Anderson,  Lang 
*Angevine,  D.  Murray 
’“Bailey,  Walter  L. 

““Baker,  John  B. 

““Bancroft,  Charles  M. 

Barnhart,  John  W.,  Sr. 

Barsky,  Joseph  M.,  Sr. 

Bartoshesky,  Stephen  W. 

““Beatty,  Gerald  A. 


Del  Med  Jrl,  June  1995,  Vol  67  No  6 


350 


Letter  to  the  Editor 


Beck,  Joseph  R. 

Beckert,  Rudolph  M. 
*Bennett,  Herman  J. 
*Berger,  Simon  M. 
*Berlin,  Irvin  J. 

*Bishoff,  Rhoslyn 
*Brown,  Foster  M. 
*Buelsey,  J.  G. 
*Burchenal,  Joseph 
*Burton,  Benjamin  J. 
Campbell,  Jason  L. 
Cannon,  Norman 
Carroll,  Irvin  N. 

Casscells,  S.  Ward 
*Cates,  Haynes  B. 
Charamella,  Italo 
*Cheff,  Donald  W. 
*Chrzanowski,  John  A. 
Clagett,  A.  Henry 
*Comegys,  Richard  W. 
*Connolly,  George  A. 
*Croissant,  Raymond 
*Crutchley,  Allan  R. 
*Cutler,  Norman  L. 
D’Alonzo,  Constance  A. 
*Davis,  V.  Terrell 
*Davidson,  Douglas  T.,  Jr. 
*Davolos,  Joseph  J. 
*deBemard,  Lionel  0. 
*Dennis,  Edward 
*Derickson,  Philip 
DeSanctis,  Armand  N. 
DiCecco,  Frank  J. 

Dobson,  Leslie  M. 
*Donnelly,  G.  A. 
*Duenner,  Robert  H. 
*Dunlap,  Ernest  B.,  Jr. 
Durham,  Davis  G. 
*Durham,  J.  Richard 
Elliott,  Joseph  A. 

*Ellis,  Walter  W. 

*Everett,  Franklin  R. 
*Feeney,  Edward  J. 

*Feltz,  Thomas 
*Fenimore,  William  N. 
*Ferguson,  William  R. 
Fischetti,  John  L. 

Fitchett,  Laurence  L. 
*Flaherty,  James  A. 

Flinn,  Irvine  M. 


Forest,  John  A.,  Jr. 
Frelick,  Robert  W. 
*Funk,  James 
*Furlong,  John  H. 
Gallaher,  William  T. 
*Gaumer,  Herman  E. 
Gehret,  Andrew  M. 
*German,  George  B. 
*Gibbs,  Martin 
*Giles,  Junius  A.,  Jr. 
Glassman,  Carl  I. 
Gliwa,  Edward  F. 
Gloetzner,  Henry 
*Gluckman,  Albert  G. 
*Golden,  Abraham 
Goleburn,  Maurice 
Gordy,  Philip 
*Graff,  John  J. 

*Gross,  B.  A. 

*Gunby,  Walter  E.,  Jr. 
*Harbater,  Melvin 
Harley,  Robison  D. 
*Harrison,  Lloyd  B. 
*Harwitz,  Morris 
*Hassler,  Frank 
Hayden,  Richard  C. 
*Hazzard,  W.  R.,  Jr. 
*Heather,  Arthur  J. 
*Hillyard,  0.  Raymond 
*Hoch,  Harry  L. 
*Hogshead,  Thomas  H. 
*Homan,  James  B. 
*Homan,  Frederic  F. 
*Howie,  Donald  L. 
*Hudson,  Floyd  I. 
Hume,  W.  Garrett,  II. 
Inguito,  Galicano  B. 
*James,  Oliver  A. 
*Johnson,  Frederick 
*Johnson,  Wallace  M. 
*Jones,  Frank 
*Jones,  Norman  P. 
*Karfgin,  Walter 
*Karpinski,  Charles  M. 
Katzenstein,  Laurence 
*Kay,  Jerome 
*Kelley,  James  W. 
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"Taking  Care  of  Delaware" 
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OF  CLINICAL  EXPERIENCE 
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SPINE  SURGERY 
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HAND/MICRO  SURGERY 
FOOT/ANKLE  SURGERY 
X-RAY  FACILITIES 


4 CONVENIENT  LOCATIONS:  PIKE  CREEK, 
MIDDLETOWN,  NEWARK  & BRANDYWINE 


(302)  731-2888 


BOOK  REVIEWS 


Vandals  at  the  Gates  of  Medicine, 
Historic  Perspectives  on  the  Battle  Over 
Health  Care  Reform,  by  M.A.  Faria,  Jr.  MD, 
Hacienda  Publishing  Co.,  Macon,  GA,  1994, 
403  pp. 

Dr.  Faria  is  clinical  professor  of  neurosurgery 
and  adjunct  professor  of  medical  history  at 
Mercer  University  School  of  Medicine  in 
Macon,  Georgia.  He  is  the  editor  of  the  Journo/ 
of  the  Medical  Association  of  Georgia,  and  is 
active  in  health  care  reform  planning. 

Dr.  Faria  believes  that  the  answers  to  the 
present  problems  of  health  care  reform  can  be 
found  in  the  pages  of  medical  history.  His  book 
recounts  the  story  of  medicine  in  Egypt, 
Mesopotamia,  Greece,  the  Roman  Empire,  the 
Dark  Ages  and  the  Renaissance.  Throughout 
the  telling,  he  intersperses  his  comments  on 
the  parallels  of  problems  then  and  now.  He 
says  that  there  is  a historical  precedent  for  free 
market,  ethical,  patient-oriented  medical  care. 
He  sums  up  his  evaluation  of  an  ethical  system: 
“Universal  access  via  the  private  sector,  tax- 
free  savings  accounts,  high  deductible  cata- 
strophic insurance,  portability  of  coverage, 
vouchers  for  those  who  cannot  afford  coverage 
— and  medical  liability  tort  reform.”  This,  he 
says,  is  the  only  system  which  can  provide  the 
proper  incentives  for  the  patient,  the  doctor, 
and  for  society  at  large. 

Even  if  you  buy  none  of  Dr.  Faria’s  medical 


politics,  his  book  is  well  worth  reading  for  the 
joy  of  panoramic  medical  history. 

David  Platt  MD 


Death  and  Dignity,  by  Timothy  E.  Quill  MD, 
W.W.  Norton  & Co.,  New  York,  1993,  255  pp. 

Dr.  Quill,  who  is  associate  professor  of 
medicine  and  psychiatry  at  the  University  of 
Rochester  School  of  Medicine  and  Dentistry, 
startled  the  medical  community  with  his  New 
England  Journal  of  Medicine  article  present- 
ing openly  all  details  of  his  assisting  his 
terminally  ill  leukemia  patient,  Diane,  to 
commit  suicide.  Because  of  that  article,  he  was 
indicted  for  criminal  wrongdoing,  and,  after  a 
long  trial,  acquitted. 

“Death  and  Dignity”  is  an  attempt  by  Dr. 
Quill  to  outline  the  extent  of  the  problem, 
wherein  physicians  now  quietly  help  their 
patients,  without  societal  supervision  or 
sanction.  He  says  that  20  percent  of  the  health 
care  dollars  are  spent  on  wasted  treatment  in 
the  last  two  months  of  life,  with  intense 
personal  suffering  by  the  patient.  He  estimates 
that  6000  deaths  a day  in  the  U.S.  are  now 
quietly  physician  assisted,  either  by  the  double 
effect  of  large  doses  of  pain  relievers,  or  of 
discontinuing  or  not  starting  life-prolonging 
treatment. 
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Dr.  Quill  says,  “We  must  train  physicians 
to  balance  their  drive  to  extend  life  with  a 
mandate  to  listen  and  learn  from  their 
patients,  especially  those  who  are  dying.”  He 
assigns  to  the  patient  who  is  mentally  intact 
and  not  depressed  the  right  to  decide  whether 
or  not  to  continue  painful  treatment  or  to  have 
only  “comfort  care,”  and  the  assurance  that  the 
physician  will  always  be  there  in  a supportive 
role  helping  the  quality  of  life  and  ready  to 
assist  suicide,  when  decided  by  the  patient,  if 
conditions  become  unbearable.  He  does  not 
condone  euthanasia,  either  active  or  inactive, 
but  a suicide  wherein  the  physician  makes  the 
means,  such  as  an  overdose  of  barbiturates, 
available.  He  thinks  that  both  the  physician 
and  family  members  should  be  present  and 
supportive  when  the  patient  takes  the  final 
step. 

Dr.  Quill  suggests  seven  conditions  which 
should  be  required  to  make  a physician- 
assisted  suicide  legal.  They  are  all  reasonable, 
including  that  a competent  and  not  depressed 
patient  makes  the  decision  of  his  or  her  own 
free  will  when  suffering  from  an  incurable 
condition  associated  with  unrelenting  intoler- 
able suffering,  despite  all  possible  comfort  care. 
He  insists  that  this  should  be  done  openly,  and 
only  in  the  context  of  a meaningful  doctor- 
patient  relationship,  after  consultation  with 
another  experienced  physician,  and  that  full 
records  must  be  kept. 

This  book  is  a thoughtful  one  and 
impressed  me  with  the  great  empathy  Dr.  Quill 
feels  for  his  dying  patients,  and  his  efforts  to  be 
part  of  their  struggles  to  the  very  end.  The 
pages  are  alive  with  many  real  illustrative  case 
histories.  I recommend  the  book  for  every 
physician  who  is  involved  with  terminally  ill 
people. 


David  Platt  MD 
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MSD  MONTHLY  ACTIVITIES 


Working  for  You: 
April  1995 


This  feature  was  instituted  in  last  September’sc/ourna/  in  response  to  the  question,  “Just  what  does 
the  MSD  staff  and  leadership  do?”  Each  month  we  will  describe  how  your  MSD  staff  and  leadership 
are  serving  you.  It  is  hoped  that  this  will  help  increase  awareness  of  how  involved  your  state 
medical  society  is  on  your  behalf. 


Leadership  Activities 

Michael  J.  Bradley  DO,  Anthony  L. 
Cucuzzella  MD  and  Mark  Meister  met  with 
the  Roger  Mecum,  executive  director  of  the 
Pennsylvania  Medical  Society,  to  discuss 
Medical  Service  Organizations. 

Stephen  R.  Permut  MD,  Mark  Meister, 
and  Bruce  Hudson  Esq.  met  to  discuss  Tort 
Reform. 

Michael  J.  Bradley  DO,  Stephen  R.  Permut 
MD,  Carol  A.  Tavani  MD,  Jorge  A.  Pereira- 
Ogan  MD,  and  Mark  Meister  met  with 
representatives  of  the  Delaware  Osteo- 
pathic Society  to  discuss  ways  that  the 
Medical  Society  and  the  Osteopathic 
Society  can  work  together. 

Mark  Meister  met  with  Phil  Pennington, 
Vice  President  of  Provider  Services  at  Xact 
Medicare. 

Anthony  L.  Cucuzzella  MD  was  inter- 
viewed on  Channel  12  regarding  Medical 
Savings  Accounts. 

Michael  J.  Bradley  DO  participated  in  an 
American  Tort  Reform  Association  press 
conference. 

Mark  Meister  appeared  on  Channel  2 to 
discuss  health  reform. 

Physicians*  Advocate  Program  Activities 
Presented  programs  in  Dover  and  Newark 
on  “Legal  Aspects  of  Personnel  Issues  for 
the  Physician’s  Office.”  Over  60  physician 
members  and  staff  attended.  Topics 
discussed  included:  disclaimers  on  written 
heindbooks  and  policies,  avoiding  legal 


problems  in  the  hiring  of  employees  and 
the  legal  aspects  of  terminating  employees. 
Met  with  representatives  of  Healthcare 
Delaware/Delaware  Valley  HMO. 
Presented  the  First  Annual  Electronic 
Data  Interchange  Expo  in  Georgetown  and 
Stanton  to  200  attendees  participants. 
Answered  various  inquiries  from  physi- 
cians and  their  staff  members  on  such 
issues  as  dismissal  of  patients  from  a 
practice,  collecting  delinquent  accounts, 
signature  on  file,  and  DME  and  Stark  II. 
Met  with  representatives  from  Aetna. 
Networking  Group  reviewed  proposed 
provider  manual  for  Blue  Cross/Blue 
Shield. 

Began  developing  capitation  workshop  to 
be  offered  this  fall  to  physicians  and  office 
staff. 

Voluntary  Initiative  Program  Activities 

Referred  83  Medicaid  patients  to  VIP 
participating  physicians. 

Continuing  Medical  Education  Activities 

Sponsored  13  educational  activities  for 
Category  1 credit. 

Major  Meetings 

New  Castle  County  Medical  Society  Board 
of  Directors 

Delaware  Health  Care  Commission 
Subcommittee  on  Physician  Office  Com- 
puterization Electronic  Data  Interchange 
Expo 

Public  Laws  Committee 
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DuPont/Aetna 

Physicians  Emeritus 

MSDIS  Board  of  Directors 

DHCC  Monitoring  and  Oversight  Committee 

Board  Advisory  Committee 

Physicians’  Health  Committee 

Medicaid  Medical  Care  Advisory  Committee 

Board  of  Trustees 

Legislative  Activities 

The  following  physicians  served  as  “Doctor 
of  the  Day”  on  one  or  more  occasions  on  the 
days  the  legislature  was  in  session  in  April: 
Louis  E.  Bartoshesky  MD,  Jorge  A 
Pereira-Ogan  MD,  Nicholas  0.  Biasotto 
DO,  Walter  B.  Omans  MD,  and  Harry  A. 
Lelman  MD.  These  physicians  are  mem- 
bers of  the  Society’s  Legislative  Action 
Committee,  a subcommittee  of  the  Public 
Laws  Committee.  The  Legislative  Action 
Committee  ensures  that  members  of 
Delaware’s  General  Assembly  are  in- 
formed on  medical  legislative  issues. 


If  you  cough  a lot,  wheeze,  are 
short  of  breath  or  feel  tightness  in  your 
chest,  you  just  might  have  asthma. 

If  you  do,  you  need  treatment  to  control 
it.  So  find  out  for  sure. 

Catch  your  breath  and  see  a doctor. 

Breathe  easier. 

Ask  your  doctor  if  it's  asthma. 

National  Asthma  Education  Program 

National  Heart,  Lung,  and  Blood  Institute; 
National  Institutes  of  Health;  Public  Health  Service; 
U.S.  Department  of  Health  and  Human  Services 

^ AMERICAN  LUNG  ASSOCIATION. 


PHYSICAL  THERAPY 


at  Hockessin 


John  Bradley,  P.T.  Stephen  Rapposelli,  P.T. 


Professionals  Dedicated 
to  Your  PatienPs  Health 

T Thorough  Evaluation  & 
Treatment 

T Close  Contact  with 
Referring  Physician 

▼ Convenient  Location 
T Individualized  Attention  to 
Your  Patients 

T Rapid  Response  to  Referrals 


720  Yorklyn  Road  T Suite  110  Hockessin,  De  19707 
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MCD’s  Department  of  Radiation  Oncology  Achieves  Top  Accreditation 

The  Medical  Center  of  Delaware’s  Department  of  Radiation  Oncology,  one  of  the  busiest  treatment 
centers  on  the  East  Coast,  has  earned  a full  three-year  accreditation  with  no  restrictions  from  the 
American  College  of  Radiology  (ACR),  making  it  one  of  only  56  such  accredited  radiation  oncology 
facilities  in  North  America.  (There  are  approximately  1,400  centers  providing  radiation  therapy 
services.) 

The  department  was  surveyed  in  December  1994  by  the  Committee  on  Radiation  Oncology 
Accreditation  of  the  Commission  on  Standards  and  Accreditation.  Full  accreditation  was  granted 
February  17  of  this  year  and  is  valid  through  February  1998. 

Trauma:  Why  Doctors  Don’t  Find  All  the  Damage 

Missed  injuries  are  a part  of  every  trauma  surgeon’s  burden,  but  rather  than  being  regarded  as 
embarrassing  events  that  happen  to  someone  else,  they  should  be  approached  systematically  with 
the  aim  of  prevention,  according  to  an  article  in  The  American  Journal  of  Surgery. 

Doctors  at  Baylor  College  of  Medicine  and  Ben  Taub  General  Hospital  in  Houston,  Texas,  say 
that  missed  injuries  occur  in  a limited  number  of  patterns  that  lend  themselves  to  analysis  and 
prevention.  They  reviewed  detailed  descriptions  of  all  missed  injuries  requiring  surgery  that 
occurred  in  a 10-year  period  during  which  the  hospital  admitted  an  annual  average  of  4,120  trauma 
patients.  They  found  123  missed  injuries  in  117  patients.  Hemorrhage  was  by  far  the  most  common 
problem,  and  the  abdomen  and  chest  were  most  frequent  parts  of  the  body  involved. 

The  authors  propose  classifying  missed  injuries  into  three  types  that  are  linked  to  the  process 
of  treating  trauma  patients  rather  than  to  the  location  or  kind  of  injury. 

Type  I missed  injuries  are  overlooked  during  the  initial  physical  exam  and  tests  that  determine 
the  direction  of  the  complete  diagnostic  workup.  They  represent  failure  of  the  “safety  net,”  the 
cautious  approach  that  assumes  injury  until  proven  otherwise.  In  a patient  with  blunt  abdominal 
trauma,  for  instance,  a cervical  spine  fracture  might  be  overlooked.  Oddly  enough,  a very  low 
incidence  of  Type  I missed  injuries  may  indicate  that  unstable  patients  are  being  jeopardized  by 
excessive  tests. 

Type  II  missed  injuries  are  by  far  the  most  common.  They  escape  detection  during  directed 
diagnostic  evaluation,  such  as  angiography  or  surgical  exploration.  Failure  to  identify  injury  to  an 
organ  during  surgical  exploration  was  the  most  common  occurrence.  The  authors  were  not 
surprised,  pointing  out  that  a surgeon  often  encounters  damage  to  multiple  organs  that  must  be 
quickly  controlled  and  repaired.  They  suggest  certain  operative  principles  as  preventive  measures. 
In  penetrating  wounds,  for  instance,  surgeons  should  suspect  a missed  injury  if  they  find  an  uneven 
number  of  holes  in  the  digestive  tract  or  a missile  trajectory  that  “doesn’t  make  sense.” 

Type  III  missed  injuries  are  the  least  common.  They  are  caused  by  the  surgeon’s  decision  to 
abandon  the  orderly  diagnostic  workup  for  immediate  intervention  to  save  the  patient’s  life.  They 
do  not  imply  an  error  in  judgement. 

Once  an  injury  is  missed,  the  key  to  successful  management  is  early  recognition.  The  authors 
counsel  that  any  deviation  from  the  expected  course  of  recovery  in  a trauma  patient  — unexpected 
bleeding,  for  instance,  or  unexplained  infection  — should  prompt  a diligent  re-exploration. 
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THE  PHILADELPHIA 


Presented  by 

PHILADELPHIA  HEART  INSTITUTE 

Presbyterian  Medical  Center 
and 

& THE  GRADUATE  HOSPITAL 

Co-sponsored  by  the  Council 
on  Clinical  Cardiology  of  the 

American  Heart  Association 

October  15-20,  1995 

Adam’s  Mark  Hotel 
Philadelphia,  Pennsylvania 

Program  Committee 

Bruce  C.  Berger,  M.D.,  Michael  S.  Feldman,  M.D.,  Ronald  S.  Gotdieb,  M.D., 

Ami  S.  Iskandrian,  M.D.,  Mariell  Jessup,  M.D.,  Thomas  H.  Kreulen,  M.D., 

Francis  E.  Marchlinski,  M.D.,  J.  David  Ogilby,  M.D.,  Bernard  L.  Segal,  M.D. 

This  program  is  designed  to  provide  the  physician  with  an  intensive  survey  of  our  current 
understanding  of  the  clinical  manifestations,  pathophysiology  and  treatment  of  cardiovascular  disease. 
The  course  will  also  prepare  the  physician  for  the  Board  Examination  in  Cardiovascular  Disease. 

For  registration  information  contact: 

Ms.  Racell  Payton 

Philadelphia  Heart  Institute 

Presbyterian  Medical  Center 

39th  & Market  Streets,  Philadelphia,  PA  19104 

(215)  662-5341 

Presbyterian  Medical  Center  designates  this  Continuing  Medical  Education  activity  for  50  credit  hours  in  Category  I of  the 
Physicians’  Recognition  Award  of  the  American  Medical  Association  and  The  Pennsylvania  Medical  Society  membership  requirement. 

The  Presbyterian  Medical  Center  of  Philadelphia  is  accredited  by  the  Pennsylvania  Medical  Society  to  sponsor  continuing  medical 
education  for  physicians. 

All  faculty  participating  in  continuing  medical  education  programs  sponsored  by  Presbyterian  Medical  Center  of  Philadelphia  are 
expected  to  disclose  to  the  program  audience  any  real  or  apparent  conflict(s)  of  interest  related  to  the  content  of  their  presentation(s). 
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MRI  Case  of  the  Month 


T1  Image  with  Gadolinium 


T2  Image  showing  edema 


49  year  old  female  with  right  facial  palsy  and  subsequent  "twitching"  of  the  face, 
later  determined  to  be  simple  or  focal  motor  seizures. 


MRI  examination  of  the  brain  revealed  a 3 cm  mass  lesion  in  the  left  hemisphere, 
with  enhancement  with  gadolinium.  Surrounding  edema  was  present  and  most 
visible  on  the  T2  images.  A metastatic  process,  probably  from  the  lung  is 
suspected,  especially  in  light  of  history  of  long-term  tobacco  use. 

Central 
Delaware 

MRI 

Low  Claustrophobia  • Turbo  Spin  Echo  ‘MR  Angiography 

Robert  J.  Varipapa,  MD  Certified,  American  Society  Neuroimaging 

John  B.  Coll,  DO 

1093  S.  Governors  Avenue,  Dover,  DE  19904  (302)  674-5860 
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Center  is  undergoing  a 
major  equipment  upgrade  on  one  of  its  two 
MRI  scanners.  Excellence  in  imaging  means 
maintaining  the  newest  in  MRI  technology. 

For  physicians  and  patients  this  means; 

5-  Faster  imaging 
Improved  detail 
Music  system 

High-tech  equipment.  Superb  patient  care 
and  comfort.  Unsurpassed  radiologic  expertise. 

Professional  services  provided  by  X'Ray  Associates. 

Medical  Directors:  Zelimir  Kozic,  M.D., 
and  John  Wilts,  M.D. 


Christiana  Imaging  Center 

A Division  oi  WCD  Holding  Con^any 


4751  Ogletown»Stanton  Road 
Newark,  DE  19713 
(302)  731-9800 


Medicare  and  Medicaid  Cuts 


Just  before  the  end  of  May  this  year,  the 
federal  government  finally  approved  the  state 
of  Delaware’s  request  for  a waiver  to  place  the 
Medicaid  program  into  a managed  care  plan. 
The  approval  will  allow  the  state  to  accept 
about  another  10,000  patients  into  the 
program.  Many  of  these  are  working  poor,  who 
on  their  own  are  not  able  to  purchase  medical 
coverage,  but  are  not  poor  enough  to  qualify  for 
Medicaid. 

MSD  has  been  a supporter  of  this  change 
and  has  meetings  planned  with  Delaware 
Health  and  Social  Services  to  continue  to  bring 
our  expertise  on  medical  issues  to  the  working 
group  that  will  implement  this  program.  We 
will  be  reviewing  the  requests  for  proposal  sent 
out  to  the  insurance  companies  and  health 
benefits  managers  and  will  try  to  make  sure 
that  the  issues  critical  to  our  patients  smd  our 
membership  are  addressed.  For  example,  we 
need  to  make  sure  that  patients  are  matched 
up  with  their  current  providers,  that  they  have 
a choice  of  plans,  and  that  they  know  the  rules 
of  managed  care  organizations.  The  possibility 
of  cutting  the  rate  of  increase  of  Medicaid  and 
Medicare  funds  as  proposed  by  the  Republican 
Congress  has  many  of  us  worried  about  the 
future  viability  of  these  programs. 

Some  background  about  the  Medicare 
program  would  be  helpful.  Enacted  in  1965, 
Medicare  has  proven  to  be  a great  success  in 
improving  the  health  status  of  the  elderly  and 
the  disabled  and  keeping  them  in  the 
mainstream  of  American  medical  care. 

Medicare  has  been  a major  disappointment 
from  a budgetary  standpoint  due  to  its 


fundamentally  flawed  financing  structure  and 
erroneous  budget  projections.  Physicians 
account  for  only  23  percent  of  Medicare 
outlays,  yet  they  have  absorbed  32  percent  of 
provider  cuts  over  the  last  decade.  Between 
1981  and  1993,  budget  reconciliation  has  been 
the  vehicle  for  reducing  Medicare  baseline 
expenditures  by  some  $98  billion.  In  this 
process.  Medicare  projected  physicians’  pay- 
ments have  been  cut  by  $39  billion.  Enactment 
of  OBRA  ’93  alone  imposed  an  additional  $47.4 
billion  in  provider  cuts  over  five  years  for 
Medicare.  Even  with  these  levels  of  cuts, 
physicians  hae  succeeded  in  actually  holding 
down  volume  increases  below  that  predicted 
for  1991,  1992,  1993,  thus  saving  the  program 
billions  in  projected  dollars.  Reimbursement 
rules  that  were  set  in  place  by  OBRA  93  will 
cause  a nosedive  in  physician  payments  later 
this  decade  unless  they  are  remedied  now. 

Congress  and  the  administration  should 
recognize  physicians’  recent  successes  in 
moderating  growth  in  Medicare  expenditures 
for  physicians’  services.  In  terms  of  Medicare 
benefit  outlays  in  fiscal  year  1993,  the  increase 
for  physicians  from  fiscal  year  1992  was  only 
4.5  percent,  the  lowest  of  all  spending 
categories  of  inpatient  hospital,  outpatient 
hospital,  skilled  nursing  facility,  and  home 
health  part  A outlays.  The  average  rate  of 
growth  between  1990  and  1992  was  only  5.9 
percent  each  year.  The  carryover  to  Medicaid  is 
a threat  to  turn  this  into  a block  grant  program 
with  funds  commingled  with  other  programs, 
with  each  state  then  deciding  where  to  spend 
the  monies.  At  a time  when  the  state  of 
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Delaware  is  increasing  the  numbers  on  the 
Medicaid  roles,  a reduced  federal  share  can 
only  further  reduce  provider  reimbursement 
from  its  current  poor  levels. 

Where  do  we  go  from  here?  Further  short- 
term cuts  at  the  margins  or  artificial  caps  on 
expenditures  will  not  solve  the  problem. 
Patient  access  is  endangered  by  the  threat  of 
greater  cuts.  When  public  programs  are 
underfunded,  costs  are  shifted  to  private 
payors.  The  Medicare  program  requires 
serious,  long-term  transformation  if  its 
promise  is  to  be  preserved  for  future  and 
current  generations.  The  AMA  is  promoting  a 
long-term  solution  based  on  five  basic 
principles: 

□ Encourage  personal  responsibility 
and  cost-consciousness  at  the  point 
of  service 

□ Enhance  intergenerational  equity 
in  financing 

□ Physicians  should  take  the  lead  in 
reducing  marginal  care 

□ Reduce  regulatory  and  administra- 
tive complexity  for  patients  and 
physicians 

□ Enable  and  facilitate  price  compe- 
tition among  physicians 

Some  of  the  goals  we  are  promoting  are: 
reducing  the  level  of  Medicare  cuts,  avoiding 
disproportionate  cuts  for  physicians,  ensuring 
that  any  physician  payment  cuts  are  spread 
equitably  within  the  physician  sector,  and 
limiting  GME  reductions.  As  Congress  comes 
up  with  more  specific  legislation,  we  will  need 
your  letters  and  calls  to  our  senators  and 
representatives  to  show  our  united  support  of 
fair  and  equitable  change.  If  you  have  not  yet 
joined  DELPAC,  it’s  never  too  late.  You  might 
also  consider  being  placed  on  the  AMA  power 
network  to  receive  early  notification  of  many  of 
these  issues. 

The  AMA  study  of  the  federation  is 
progressing,  and  an  interim  report  was 
presented  to  the  House  of  Delegates  at  the 
June  meeting.  Some  specific  proposals  include 
the  following:  formalizing  the  new  federation 
within  the  framework  of  the  AMA;  the 
establishment  of  a mechanism  tentatively 
called  the  federation  coordinating  committee 


to  serve  as  a transitional  agent  to  facilitate  the 
development  of  a new  federation  of  medicine; 
the  representational  mechanism  of  all  ele- 
ments of  medicine  should  reflect  the  diversity 
of  physicians’  professional  lives;  support 
investigation  of  collaborative  efforts  among 
medical  associations;  a new  element  called 
topic  interest  groups  (TIGs)  to  serve  as 
discussion  groups  on  specific  topics  through 
electronic  bulletin  boards.  The  consortium 
plans  to  refine  its  concept  of  the  federation 
during  the  second  half  of  1995,  to  give  another 
progress  report  at  the  interim  1995  meeting, 
and  to  finalize  its  report  at  the  1996  annual 
meeting.  During  the  annual  1995  and  interim 
1995  meetings,  time  has  been  set  aside  for 
interested  parties  to  ask  questions  and  make 
comments  on  the  report. 

MSD’s  Long-Range  Planning  Committee 
has  held  several  meetings,  and  some  of  its 
members,  along  with  myself  and  Mark 
Meister,  have  made  visits  to  Pennsylvania 
Medical  Society  and  Maryland  Med  Chi.  The 
consensus  at  this  point  is  that  the  MSD  needs 
to  become  more  proactive  in  the  managed  care 
environment  and  that,  to  accomplish  this,  we 
must  expand  our  advocacy  work  into  a MSO; 
the  type  of  which  we  will  need  to  suit  to  the 
Delaware  practice  environment.  The  commit- 
tee would  like  to  have  some  definite  proposals 
to  evaluate  by  this  fall. 

In  a recent  MSD  newsletter,  a call  for 
resolutions  for  our  annual  meeting  was 
announced.  Please  consider  any  problems 
facing  you  as  an  individual  physician,  or 
possibly  some  group  problem  that  might 
pertain  to  the  MSD  and  write  a resolution  for 
the  House  of  Delegates  to  debate.  The  two 
resolutions  that  we  took  from  our  annual 
meeting  to  the  AMA  interim  1994  meeting 
were  both  adopted  or  referred  for  decision  at 
the  Board  of  Trustees.  Your  ideas  are  always 
welcome. 


This  month’s  Presidents  Page  includes  infonnation  provided  by 
the  AMA. 
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Groups  of  three  or  more  physicians  or  surgeons 
qualify  for  special  underwriting  consideration  with  the 
Physicians  Protector  Plan®...  and  that  means  special, 
premium  credits  not  available  with  individual  policies. 

In  addition  to  its  attractive  premiums,  the  group 
practice  program  offers  flexibility  and  benefits  not 
always  found  in  individual  protection. 

And  the  group  coverage  is  provided  by  the  same,  fine 
insurance  group  that  provides  the  Physicians  Protector 
Plan  — CNA  Insurance  Companies.  CNA’s  financial 
strength  and  claims-paying  ability  have  been  reflected  in 
high  ratings  by  the  top  four  independent  rating  services: 
A.M.  Best,  Standard  & Poor’s,  Moody’s,  and  Duff  & 
Phelps. 

CVA 

For  All  the  Commitments  You  Make® 


To  find  out  how  you  can  benefit  with  the  Physicians 
Protector  Plan’s  group  program,  contact  the  indepen- 
dent agents  listed  below  or  call: 

1-800-352-9218 

KT  & D,  Inc. 

Kevin  P.  Brady,  CIC,  Vice  President 
Wilmington,  Delaware 
1-800-942-4583 

PLl/Zutz,  Inc. 

Frank  T.  Wharton,  Vice  President 
Wilmington,  Delaware 
(302)  658-8000 
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The  Physicians  Protector  Plan®  is  a trademark  of  Poe  & Brown,  Inc.,  Tampa,  Florida,  and  is 
underwritten  by  the  Continental  Casualty  Company  and  National  Fire  Insurance  Company  of 
Hartford,  two  of  the  CNA  Insurance  Companies. 
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SCIENTIFIC  ARTICLE 


Predicting  Renal  Disease  in  Type  I Diabetics: 
Smoke  and  Fire  or  Smoke  and  Mirrors? 


M.  James  Lenhard  MD 


Epidemiologic  data  has  shown  that  35-50 
percent  of  patients  with  Type  I diabetes 
mellitus  eventually  will  develop  diabetic 
kidney  disease.^  This  should  be  a sobering 
thought  for  any  patient  with  diabetes,  as  the 
prognosis  is  uniformly  poor  after  the  onset  of 
uremia:  only  about  one  in  two  middle-aged 
diabetics  will  survive  beyond  two  years  on 
hemodialysis,^  and  their  mortality  rate  during 
this  time  is  two  to  three  times  that  of  age- 
matched  nondiabetics.^  Diabetic  nephropathy 
(DN)  therefore  is  one  of  the  more  feared  and 
debilitating  complications  of  diabetes,  and 
represents  a significant  public  health  problem. 
This  discussion  will  explore  the  natural  history 
of  DN  as  well  as  some  methods  of  early 
detection.  A brief  review  of  some  proposed 
genetic  markers  of  DN  will  follow,  and  also  a 
summary  of  some  current  original  work  in  the 
area. 

The  Natural  History  of  DN 

DN  is  a relatively  common  problem,  occurring 
in  30-50  percent  of  Type  I diabetics.  There  is 
much  less  known  about  DN  in  Type  II  diabetic 
patients,  but  the  incidence  of  DN  has  been 
placed  at  15-60  percent,  with  a wide  genetic 
and  geographic  variability.'*  In  general,  this 
review  will  refer  to  patients  with  Type  I 
diabetes  unless  specifically  noted.  The  rela- 
tionship between  the  incidence  of  diabetic 

Dr.  Lenhard  is  the  Clinical  Director  at  the  Diabetes  and 
Metabohc  Diseases  Center,  Medical  Center  of  Delaware, 
Newark. 


retinopathy  smd  the  duration  of  diabetes 
demonstrates  a linear,  geometric  increase; 
after  many  years  of  diabetes  most  all  diabetics 
will  have  some  degree  of  retinopathy  present. 
In  contrast,  the  peak  incidence  of  DN  occurs 
after  approximately  10  to  15  years  duration  of 
diabetes,  and  then  levels  out  with  a gradual 
declining  incidence.*  If  a diabetic  has  not 
demonstrated  persistent  clinical  proteinuria 
after  35  to  40  years  duration  of  diabetes,  the 
chance  of  developing  DN  is  remote.  This 
implies  both  the  gradual  depletion  of  a 
susceptible  pool  as  well  as  a theoretically 
protected  group  of  individuals. 

Patients  with  DN  tend  to  succumb  to 
cardiovascular  events  more  than  to  end-stage 
renal  failure  (ERSD).  After  25  years’  duration 
of  diabetes,  the  cardiovascular  mortality  of 
albuminuric  diabetics  may  reach  60  times 
higher  than  the  background  population.®  In  a 
prospective  study  of  59  IDDM  patients, 
coronary  heart  disease  developed  eight  times 
more  frequently  in  albuminuric  diabetics  than 
in  a matched  group  of  nonalbuminuric 
diabetics.*®  In  fact,  persistent  proteinuria  has 
been  shown  to  be  a potent  predictor  of 
cardiovascular  mortality  in  not  just  Type  I 
diabetics  but  also  Type  II  diabetics.**  Even  in 
otherwise  healthy  nondiabetics,  a three-fold 
increase  in  cardiovascular  mortality  has  been 
demonstrated  in  a population-based  study  of 
normoglycemic  proteinuric  patients.*® 

Despite  the  presence  of  diabetes  for  many 
years,  between  25  and  50  percent  of  diabetics 
never  develop  any  serious  microvascular 
complications  of  diabetes.®®  This  variability 
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has  generated  three  major  hypotheses  to 
explain  the  pathophysiology  of  the  microvascu- 
lar  complications  of  diabetes.  The  genetic 
hypothesis  is  based  on  a theory  that 
microvascular  complications  are  genetically 
predetermined;  the  metabolic  hypothesis 
implies  that  complications  develop  as  a direct 
result  of  diabetes.^  The  third  hypothesis,  the 
combined  hypothesis,  suggests  that  the 
pathogenesis  of  complications  is  influenced  by 
both  genetic  and  metabolic  factors  working  in 
concert. 

Genetic  Hypothesis 

The  genetic  hypothesis  is  derived  from  a study 
of  skeletal  muscle  capillary  basement  mem- 
brane width  from  25  years  ago.®  When  the 
capillary  basement  membrane  width  was 
measured,  98  percent  of  the  51  diabetic 
patients  involved  were  found  to  have 
abnormally  thickened  membranes.  This  is  in 
comparison  to  only  8 percent  of  the  non- 
diabetic controls.  No  correlation  between 
basement  membrane  width  and  the  duration  of 
diabetes  was  found.  In  addition,  53  percent  of 
normoglycemic  adults  who  were  the  offspring 
of  two  diabetic  parents  were  found  to  have  an 
abnormal  capillary  basement  membrane  width, 
although  78  percent  of  patients  with  alcoholic 
pancreatitis  and  acquired  diabetes  had  normal 
capillary  basement  membrane  width.  This 
study  clearly  implies  that  some  hereditable 
capillary  abnormality  may  be  present  in 
diabetics  and  the  offspring  of  diabetics, 
although  no  direct  pathophysiologic  associa- 
tion has  been  demonstrated.  No  further  studies 
have  been  able  to  demonstrate  a connection 
between  skeletal  muscle  capillary  basement 
membrane  width  and  the  susceptibility  to  DN. 

A study  by  Seaquist,  et  al  from  the 
University  of  Minnesota  has  provided  further 
evidence  of  a strong  genetic  component  for  the 
susceptibility  of  DN.  The  concordance  rates  for 
DN  were  examined  in  two  sets  of  families:  one 
set  of  families  with  two  or  more  complication- 
free  diabetic  siblings,  and  another  set  of 
families  with  two  or  more  diabetic  siblings 
where  one  sibling  had  undergone  kidney 
transplantation  for  DN.  In  the  families  without 
any  history  of  DN,  83  percent  of  the  siblings 


had  no  evidence  of  proteinuria.  In  contrast,  in 
the  families  with  a history  of  DN,  either  ESRD 
or  persistent  proteinuria  was  demonstrated  in 
82  percent  of  the  other  siblings.  No  significant 
differences  in  glycemic  control  (as  measured  by 
the  glycohemoglobin)  were  demonstrated 
between  the  siblings,  and  multivariate 
analysis  revealed  that  the  presence  of  DN  in 
one  sibling  was  the  only  significant  factor  in 
predicting  DN  in  the  other  sibling.^®  These 
studies  provide  strong  evidence  that  heredity 
is  an  important  influence  in  determining  the 
susceptibility  to  diabetic  complications. 

Metabolic  Hypothesis 

Metabolic  considerations  also  must  play  a role 
in  the  development  of  microvascular  complica- 
tions of  diabetes.  One  obvious  argument  for 
this  position  is  that  people  without  diabetes 
don’t  develop  diabetic  complications.  The 
kidneys  of  patients  with  DN  exhibit  distinct 
and  unique  histologic  changes  that  are 
common  among  patients  with  all  types  of 
diabetes.  There  is  an  abundance  of  animal  data 
to  support  this,  as  well  as  some  evidence  from 
human  subjects. 

The  kidneys  from  an  IDDM  patient  were 
harvested  for  transplantation  into  two 
nondiabetic  recipients.  At  the  time  of 
transplant,  the  kidneys  exhibited  classic 
pathohistologic  evidence  of  DN;  after  seven 
months  of  euglycemia,  both  kidneys  exhibited 
the  apparent  resolution  of  the  abnormalities, 
Emd  the  recipients  exhibited  neither  glucosuria 
nor  proteinuria.^^ 

The  most  powerful  and  compelling  evi- 
dence that  metabolic  factors  are  involved  in  the 
pathogenesis  of  diabetic  nephropathy,  how- 
ever, comes  from  the  recently  published 
Diabetes  Complication  and  Control  Trial 
(DCCT).  This  landmark  study  looked  at 
diabetic  complications  in  1,441  IDDM  patients 
with  a short  duration  of  diabetes,  randomly 
divided  into  two  groups.  One  group  received 
“intensive”  therapy  for  their  diabetes  and 
achieved  a mean  glucose  level  of  155  mg/dl.  The 
other  group  received  “conventional”  therapy 
for  their  diabetes  and  achieved  a mean  glucose 
level  of  231  mg/dl.  The  patients  were  followed 
for  a mean  of  6.5  years,  and  the  appearance  and 
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progression  of  diabetic  complications  was 
assessed  regularly. 

The  results  indicated  that  intensive 
therapy  was  associated  with  a dramatic 
reduction  in  the  appearance  and  progression  of 
all  microvascular  complications.  Specifically, 
intensive  therapy  reduced  the  occurrence  of 
microalbuminuria  (defined  as  urinary  albumin 
excretion  of  > 40  mg  per  24  hours)  by  39 
percent,  and  reduced  albuminuria  (urinary 
albumin  excretion  of  > 300  mg  per  24  hours)  by 
54  percent.*®  These  results  are  dramatic, 
especially  considering  that  the  length  of  follow- 
up is  shorter  than  the  mean  duration  of 
diabetes  at  which  DN  is  first  detected.  The 
results  of  the  DCCT  leave  little  room  for 
dissent  in  the  argument  that  metabolic  control 
plays  a powerful  role  in  predicting  the 
susceptibility  to  microvascular  complications. 

Combined  Hypothesis 

Having  reviewed  persuasive  evidence  support- 
ing a genetic  basis  for  microvascular  complica- 
tions of  diabetes  as  well  as  incontrovertible 
evidence  for  the  role  of  metabolic  control,  it 
seems  logical  that  the  truth  may  lie  somewhere 
in  between.  The  combined  genetic  and 
metabolic  theory  holds  that  the  microvascular 
complications  are  a result  of  the  combination  of 
inherited  factors  as  well  as  the  chronic 
glycemic  control. 

Krolewski,  et  al  examined  89  IDDM 
patients  15  to  20  years  after  the  diagnosis  of 
diabetes.  They  found  that  having  a parent  with 
hypertension  tripled  the  risk  of  developing  DN. 
In  addition,  having  an  elevated  value  in 
sodium/lithium  countertransport,  felt  to  be  an 
independent  genetic  marker  for  the  predisposi- 
tion to  hypertension,  also  tripled  the  risk. 
(Sodium/lithium  countertransport  will  be 
explained  in  detail  shortly.)  Patients  with  poor 
glycemic  control  (defined  as  a hemoglobin  AlC 
> 10.4  percent),  a parental  history  of 

hypertension  and  an  elevated  sodium/lithium 
countertransport  value  were  found  to  have  an 
odds  ratio  of  7:7  for  the  development  of  DN. 
This  suggests  that  the  combination  of  poor 
glycemic  control  and  a genetic  susceptibility 
are  at  least  additive  in  defining  the 
susceptibility  to  DN.*® 


Early  Detection 

Having  seen  that  DN  can  be  a significant  cause 
of  both  morbidity  and  early  mortality,  it  would 
be  helpful  if  the  disease  process  could  be 
detected  in  its  early  stages  so  that  therapy 
could  be  appropriately  directed.  The  most 
common  means  of  early  detection  that  is 
currently  available  is  by  measuring 
microalbumin.  The  term  microalbumin  itself  is 
misleading  and  poorly  chosen;  taken  literally 
the  word  means  tiny  albumin.  The  albumin 
present  in  the  urine  of  diabetics  with  DN  is  the 
same  size  as  everyone  else’s  albumin  — the 
“micro”  refers  to  measuring  microscopic 
quantities  by  radioimmunoassay  or  a similar 
method.  Nevertheless,  the  term  has  become 
part  of  the  vernacular  and  seems  to  have 
become  entrenched  in  our  vocabulary. 

What  is  the  evidence  that  measuring 
microalbuminuria  can  predict  the  develop- 
ment of  DN?  The  significance  of  persistent 
clinical  microalbuminuria  can  be  judged  from 
some  follow-up  studies.  Microalbuminuria  has 
been  conventionally  defined  as  an  albumin 
excretion  rate  (AER)  between  20  and  200  meg/ 
min  (or  30  and  300  mg/24  hours),  although  this 
has  not  always  been  universally  accepted.  In  a 
14-year  follow-up  study,  it  was  found  that 
approximately  80  percent  of  the  patients  with 
microalbuminuria  developed  clinical  proteinuria; 
proteinuria  has  been  shown  to  be  a precursor  to 
ESRD.*^  This  figure  was  confirmed  by  some 
shorter  follow-up  studies,  and  may  actually  be 
higher  than  80  percent. 

An  exact  figure  may  never  be  found,  since  a 
prospective  study  that  compared  the  develop- 
ment of  proteinuria  in  a treatment  and  a 
placebo  group  would  not  be  considered  ethical 
based  on  our  current  knowledge.  The 
progression  rate  from  microalbuminuria  to 
proteinuria  for  Type  II  diabetics  is  even  more 
unclear,  although  the  markedly  elevated  risk 
for  cardiovascular  mortality  has  been  well 
documented.** 

Stages  of  DN 

The  significance  of  microalbuminuria  can  be 
best  understood  through  its  relation  to  the 
clinical  course  of  DN.  The  development  of  DN 
follows  a characteristic  pattern  of  stages, 
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which  have  been  described  as  (1)  early  renal 
hypertrophy  and  glomerular  hyperfiltration, 
(2)  glomerular  lesions  without  clinically 
evident  disease,  (3)  incipient  DN,  (4)  overt  DN, 
and  (5)  ESRD.^®  This  classification  has  proven 
both  experimentally  and  clinically  useful;  from 
what  we  know  at  this  time  it  appears  that  once 
the  stage  of  incipient  DN  has  been  reached,  the 
progression  to  ESRD  is  practically  inevitable 
without  therapy,  and  it  remains  to  be  proven 
that  therapy  can  do  little  more  than  delay  (but 
not  prevent)  the  development  of  ESRD. 

The  first  stage  of  DN  occurs  around  the 
time  of  diagnosis  of  diabetes,  and  is 
characterized  by  renal  hypertrophy  which  will 
gradually  resolve  several  months  after  the 
initiation  of  insulin  therapy.  The  hallmark  of 
this  stage,  however,  is  an  increase  in  the 
glomerular  filtration  rate  (GFR)  to  30  to  40 
percent  above  normal,  a phenomenon  known 
as  hyperfiltration.  The  molecular  and  hemody- 
namic regulators  of  hyperfiltration  are 
complex  and  poorly  understood,  but  it  has  been 
demonstrated  that  an  experimental  increase  in 
the  GFR  is  associated  with  an  increase  in  the 
AER.^®  There  may  be  transient  albuminuria 
during  this  stage,  but  no  glomerular  structural 
abnormalities  have  been  demonstrated. 

The  second  stage  of  DN  is  characterized  by 
glomerular  lesions,  especially  glomerular 
capillary  basement  membrane  thickening  and 
mesangial  thickening.  Although  transient 
events  such  as  exercise,  infection  and  sudden 
worsening  of  glycemic  control  may  provoke 
episodes  of  microalbuminuria,  there  is  not 
generally  a persistently  elevated  AER. 

The  third  stage  represents  incipient  DN 
and  is  defined  as  an  AER  between  30  and  300 
mg/24  hours.  This  level  is  below  that  detectable 
by  the  usual  dipstick  tests,  necessitating  a 
special  test,  such  as  radioimmunoassay.  The 
GFR  is  usually  normal,  and  in  some  patients 
hyperfiltration  may  be  present.  Over  six  to  14 
years,  however,  the  GFR  will  fall  as  the  patient 
develops  overt  DN.  Thus  microalbuminuria,  or 
more  accurately,  incipient  nephropathy,  is  not 
a marker  of  susceptibility  to  glomerular 
disease,  but  is  instead  the  early  expression  of 
DN.  Concomitant  with  the  progression  of 
albuminuria,  there  is  often  a subtle  rise  in  the 
blood  pressure,  although  it  is  usually  within 


the  normal  range.  The  rise  in  blood  pressure 
during  stage  three  is  often  less  than  10  mm  Hg 
for  the  systolic,  and  less  than  5 mm  Hg  for  the 
diastolic.*®  It  is  unknown  if  this  rise  in  blood 
pressure  is  a result  of  progressing  albuminuria, 
or  if  it  is  causatory.  Analogous  to  the  inevitable 
progression  of  incipient  nephropathy,  the 
blood  pressure  will  continue  to  rise  as  renal 
function  decreases.  The  small  but  significant 
early  rise  has  been  termed  incipient  hyperten- 
sion by  some.*^ 

During  stage  four,  DN  becomes  clinically 
detectable,  with  dipstick-positive  proteinuria, 
hypertension,  and  declining  GFR.  The  GFR 
declines  steadily,  at  about  1 ml/min/month, 
and  the  blood  pressure  rises  progressively  by  3 
to  4 mm  Hg/year.  The  nephrotic  syndrome 
often  develops,  and  the  patient  progresses  to 
stage  five,  or  ESRD.  It  is  usually  during  stage 
four  that  therapy  is  initiated;  although  it  is 
well  documented  that  anti-hypertensive 
therapy  can  halt  the  rise  in  proteinuria  by  up  to 
10  years,  the  GFR  continues  to  decline  even 
with  normal  blood  pressure.'®  ESRD,  as  noted, 
is  accompanied  by  a particularly  poor  survival 
rate  for  patients  with  IDDM,  making  renal 
transplantation  the  therapy  of  choice. 

Microalbumin  as  a Predictor  of  DN 

Poor  metabolic  control  has  been  shown  to  be  a 
predictor  of  DN.  Not  all  patients  with 
chronically  elevated  glycohemoglobins,  how- 
ever, will  develop  DN.  Similarly,  not  all 
patients  who  develop  DN  have  markedly 
elevated  glycohemoglobins.  A similar  relation- 
ship exists  between  DN  and  blood  pressure. 
Even  a kidney  biopsy  is  an  unreliable  predictor 
of  DN,  yielding  a significant  number  of  false 
positive  results.®®  While  any  measurement 
currently  available  has  some  degree  of  overlap, 
it  appears  that  the  best  predictor  of  DN  is  the 
measurement  of  microalbumin.  Glycemic 
control,  family  history,  renal  biopsy  and 
elevations  in  blood  pressure  all  have  less 
predictive  power. 

Therapy  of  DN 

Early  detection  of  DN  can  lead  to  a significant 
blunting  in  the  rate  of  decline  of  renal  function 
when  antihypertensive  therapy  is  initiated 
early.  In  one  study,  none  of  the  21  patients 
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receiving  cap topril  developed  overt  proteinuria 
after  four  years  compared  to  seven  of  23  in  the 
control  group.^^  More  recently,  a multi-center 
study  of  409  patients  found  that  captopril 
slowed  the  decline  of  renal  function  and 
significantly  reduced  the  risk  of  death,  dialysis 
or  transplantation  compared  to  the  placebo 
group. The  authors  felt  that  the 
nephroprotective  effects  of  the  ACE  inhibitor 
were  more  significant  than  blood  pressure 
control  alone  and  recommended  the  use  of 
these  agents  in  normotensive  diabetic  patients 
with  evidence  of  DN.  Captopril  recently  was 
approved  by  the  FDA  with  an  added  indication 
for  the  treatment  of  proteinuria  in  hypertensive 
diabetics;  not  all  patients  can  tolerate  ACE 
inhibitors,  however. 

The  most  frequently  used  agent  after  ACE 
inhibitors  seem  to  be  the  calcium  channel 
blockers.  Unfortunately,  the  majority  of  the 
studies  in  humans  are  small,  and  primarily 
involve  diabetic  patients  who  have  already 
reached  stage  four  of  DN.  While  nicardipine 
has  been  shown  to  decrease  urinary  albumin 
excretion  in  Type  II  diabetics,^^  nifedipine  has 
been  shown  to  increase,  decrease  and  have  a 
neutral  effect  on  urinary  albumin  excretion.^® 
The  reason  for  divergence  in  the  effects  of  two 
drugs  that  are  both  in  the  dihydropyridine 
class  is  uncertain;  clearly  further  study  is 
needed.  Among  the  non-dihydropyridines, 
both  diltiazem  and  verapamil  have  generally 
been  shown  to  decrease  proteinuria  in  diabetic 
patients  with  established  DN.^® 

The  efficacy  of  restricting  dietary  protein 
intake  in  the  therapy  of  early  DN  has  been 
debated.  Zeller,  et  al  examined  35  diabetic 
patients  with  clinically  evident  DN,  defined  as 
> 500  mg  protein  in  a 24-hour  urine  collection. 
They  found  that  a restriction  of  dietary  protein 
and  phosphorus  significantly  retarded  the 
progression  of  renal  failure  after  37  months’ 
follow-up.^®  The  implications  of  this  study  have 
not  been  universally  accepted,  and  with  the 
difficulty  in  achieving  patient  compliance  with 
a low  protein  diet,  dietary  protein  restriction 
has  not  gained  widespread  acceptance.  More 
recently,  the  multicenter  Modification  of  Diet 
in  Renal  Disease  study  (MDRD)  involving  over 
800  patients  has  been  completed.  The  results 


have  not  yet  been  published,  but  hopefully  they 
will  help  settle  the  controversy  surrounding 
this  issue. 

Measuring  Microalbumin 
The  preferred  method  of  measuring 
microalbuminuria  has  not  yet  been  resolved 
either.  It  is  generally  accepted  that  the  “gold 
standard”  is  a timed  12-hour  urine  collection, 
with  albumin  excretion  expressed  in  the  units 
of  micrograms  per  minute.  Probably  equally 
effective  is  a 24-hour  urine  collection,  with 
albumin  excretion  expressed  in  units  of 
milligrams  per  deciliter.  The  difficulties  with 
accuracy  and  patient  acceptance  of  these  tests, 
however,  render  them  problematic  as  screen- 
ing tools  for  some  patients. 

A simpler  and  probably  equally  effective 
means  of  identifying  diabetic  patients  with 
microalbuminuria  is  the  measurement  of  the 
albumin  to  creatinine  ratio  in  a single,  untimed 
spot  urine  sample.*’  By  expressing  the 
quantity  of  albumin  as  a ratio  with  the 
quantity  of  creatinine,  differences  in  urine 
volume  and  physical  exertion  are  corrected,  as 
these  differences  would  be  expected  to  cause  an 
approximately  equal  increase  in  both  albumin 
and  creatinine  concentrations.  The  albumin  to 
creatinine  ratio  has  been  shown  to  be  a strong 
predictor  of  the  development  of  overt  DN,  even 
when  controlled  for  age,  sex,  diabetes  duration 
or  mean  blood  pressure.*’  Thus,  a urinary 
albumin  to  creatinine  ratio  can  be  a simple  and 
cost-effective  means  for  screening  for 
microalbuminuria. 

A summary  of  the  screening  and  early 
treatment  protocols  for  DN  can  be  found  in 
Figure  1;  note  that  the  routine  use  of  ACE 
inhibitors  for  normotensive,  mildly  proteinuric 
diabetics  (albumin  to  creatinine  ratio  less  than 
100)  is  not  yet  recommended.  The  weight  of  the 
recent  study  results  discussed  above,  however, 
suggest  that  this  may  in  time  become  the 
recommended  therapy. 

Genetic  Markers 

Once  the  stage  of  overt  proteinuria  has  been 
reached,  a significant  amount  of  glomerular 
damage  has  already  occurred.  Even  if  DN  is 
detected  early,  at  the  level  of  microalbuminuria, 
DN  is  already  thought  to  have  progressed  to 
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Figure  1.  Screening  for  early  detection  of  diabetic  nephropathy 


stage  3 in  its  development.  It  would  be  most 
beneficial  to  be  able  to  identify  which  patients 
are  at  high  risk  for  the  development  of  DN 
early  during  the  course  of  their  diabetes, 
allowing  therapy  to  be  directed  at  ameliorating 
or  even  preventing  its  development.  A number 
of  potential  genetic  markers  for  the  risk  of  DN 
have  been  described;  it  would  not  be  overly 
surprising  if  they  were  all  a different 
expression  of  the  basic  underlying  pathoge- 
netic defect,  which  obviously  has  not  yet  been 
elucidated. 

Alterations  in  the  renin-angiotensin  sys- 
tem have  been  described  during  early  diabetes 
in  many  experimental  settings.  Disproportion- 
ately high  levels  of  circulating  prorenin  with 
respect  to  renin  levels  have  been  described, 
and  have  been  associated  with  the  develop- 
ment of  microangiopathy.  This  may  represent 
a heightened  level  of  gene  transcription  for 
renin,  with  an  inordinate  amount  of  inactive 
prorenin  being  secreted  without  conversion  to 
renin. A suppressed  renin  activity  has  been 
correlated  with  a tendency  for  expanded  blood 
volume  in  diabetic  animals.^®  While  differences 
in  circulating  levels  of  angiotensin  II  cannot  be 
demonstrated  in  diabetic  patients  with 
microvascular  complications,  homology  in  the 
genes  that  code  for  the  production  of 
angiotensin  II  have  been  described.®® 


Disturbances  in  both  the  production  and 
vasoresponsiveness  to  catecholamines,  pros- 
taglandins and  nitric  oxide  (endothelial- 
derived  relaxing  factor)  have  been  described  in 
both  human  and  animal  models  of  diabetes.®^ 
Other  studies  suggest  a genetic  defect  in  the 
coordinated  secretion  of  glycosaminoglycans  in 
patients  with  DN,  thus  leading  to  an  altered 
biosynthesis  of  the  extracellular  matrix  of  the 
affected  kidney.®®  The  genes  responsible  for 
this  mismatched  collagen  production  are 
currently  being  searched  for.  Finally,  differ- 
ences in  the  Vmax  of  the  erythrocyte  sodium/ 
lithium  countertransporter  (Na/LiCTT)  have 
been  described,  and  will  be  discussed  in  more 
detail. 

Sodium  ! Lithium  Countertransport 
Several  different  sodium  channels  have  been 
described  for  the  trans-membrane  flux  of 
sodium  ions.  The  Na+/K+  ATPase  is  well 
known  and  physiologically  vital.  The  Na+/H+ 
antiporter  is  felt  to  be  ubiquitous  and  is  present 
in  large  numbers  on  almost  every  cell  in  the 
body;  it  mediates  the  1:1  electroneutral 
exchange  of  Na+  and  H+.  Its  proposed 
physiologic  roles  include  pH  and  cell  volume 
regulation,  cell  growth,  and  possibly  sodium 
retention.®®  In  addition,  an  insulin-indepen- 
dent  Na+/glucose  cotransporter  exists  and  has 
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been  implicated  in  the  proximal  tubular 
sodium  retention  associated  with  diabetes.^'*  A 
Na+/Na+  transporter  has  been  described, 
although  its  function  remains  obscure.  Both 
Ca2+/Na+  antiporters  and  Na+/amino  acid 
cotransporters  are  felt  to  be  involved  with 
increasing  intracellular  Na+  levels.  Finally,  a 
Na+/Li+  countertransporter  (Na/LiCTT)  has 
been  described.  This  system  promotes  the 
exchange  of  sodium  for  sodium,  sodium  for 
lithium,  or  lithium  for  lithium.  It  does  not 
appear  to  be  directly  involved  in  any 
pathophysiologic  processes  yet  identified;  in 
fact,  its  role  in  any  physiologic  processes  does 
not  appear  to  be  vital,  and  its  role  may  well  be 
vestigial. 

The  maximum  rate  (Vmax)  of  Na/LiCTT 
activity  varies  significantly  between  individu- 
als, at  least  in  part  due  to  genetic  factors.  It  has 
been  proposed  as  a distinct,  heritable  marker 
for  the  predisposition  to  essential  hyperten- 
sion.^® It  has  also  been  proposed  as  a marker  for 
increased  activity  of  the  Na+/H-i-  antiporter  in 
the  renal  proximal  tubular  brush  border, 
resulting  in  the  net  increased  proximal  sodium 
reabsorption,  and  perhaps  causing  a renal 
stimulus  for  the  development  of  hyperten- 
sion.®^ Na+/H+  exchange  can  be  measured  with 
some  difficulty,  but  the  direct  measurement  of 
proximal  tubular  exchange  is  not  feasible  in 
humans.  The  initial  report  by  Canessa,  et  aP® 
in  1980  found  that  the  Vmax  of  Na/LiCTT, 
measured  in  erythrocytes,  was  more  than 
twice  as  active  in  the  group  of  36  patients  with 
essential  hypertension  as  in  a group  of  26 
normotensive  controls  (mean  value  0.55  ± 0.02 
versus  0.24  + 0.02  mmol/L  RBC/hr).  This 
relationship  extended  to  family  members; 
eight  first-degree  relatives  of  the  hypertensive 
subjects  also  had  significantly  higher  Na/ 
LiCTT  activity  than  10  first-degree  relatives  of 
the  normotensive  controls.  Five  patients  with 
several  forms  of  secondary  hypertension, 
however,  were  not  found  to  have  Na/LiCTT 
activity  any  higher  than  that  of  the 
normotensive  controls.  These  findings  have 
subsequently  been  confirmed,  although  a 
direct  pathophysiologic  mechanism  to  explain 
them  remains  elusive.  After  the  revelation  in 
1987  that  essential  hypertension  is  probably  a 
state  of  relative  insulin  resistance,®®  it  was  not 


too  surprising  to  find  that  insulin  resistance  is 
associated  with  high  Na/LiCTT  activity  in 
essential  hypertension.®’ 

Na ! LiCTT  and  Mechanisms  Specific  to  Diabetes 
Hypertension  and  diabetes  occur  very  com- 
monly, with  up  to  50  percent  of  all  diabetics 
eventually  developing  hypertension.  As  shown 
above,  blood  pressure  tends  to  rise  with  the 
onset  of  incipient  hypertension,  and  estab- 
lished hypertension  can  exacerbate  DN. 

Diabetes  is  frequently  complicated  by  Na-n 
retention,  with  the  total  body  exchangeable 
Na-i-  often  being  increased  by  about  10  percent 
despite  the  absence  of  renal  or  cardiac 
pathology.®®  IDDM  is  associated  with  extracel- 
lular and  plasma  volume  expansion;  the 
reasons  for  this  are  multifactorial.  Diabetic 
patients  have  a tendency  for  increased  sodium 
reabsorption  by  the  kidney.  Insulin  has  long 
been  known  to  exert  an  acute  anti-natriuretic 
effect,®®  with  pulses  of  insulin  resulting  from 
exogenous  insulin  therapy  stimulating  direct 
proximal  reabsorption  of  sodium.  This  may  be 
mediated  via  the  Na+/H+  antiporter,  as  insulin 
has  been  shown  to  acutely  enhance  the  activity 
of  this  transporter.®®  In  addition,  there  may  be 
some  direct  inherited  defect  in  renal  sodium 
handling  in  some  patients  with  IDDM. 

Hyperglycemia  will  also  serve  as  an 
osmotic  force,  causing  redistribution  of  fluid  to 
the  extracellular  space.  Elevated  glucose  levels 
may  also  induce  sodium  retention  by  direct 
activation  of  the  Na+/glucose  cotransporter. 
Thus,  diabetics  are  felt  to  be  chronically 
volume  expanded,  and  sodiiim  retention  is  felt 
to  play  a central  causative  role  in  the  etiology  of 
hypertension  associated  with  diabetes.  In  fact, 
one  study  has  demonstrated  a direct  and 
significant  relationship  between  systolic  blood 
pressure  and  total  body  exchangeable  sodium 
in  hypertensive  diabetics;  a similar  relation- 
ship could  not  be  demonstrated  in  normoten- 
sive diabetics  or  nondiabetic  controls. 

The  evidence  supporting  the  role  of  Na/ 
LiCTT  as  a marker  for  the  susceptibility  to 
essential  hypertension  has  already  been 
explored.  It  has  been  shown  that  h3qjertension 
is  very  common  in  diabetics,  and  that 
nephropathy  is  more  common  in  diabetics  with 
hypertension.  Perhaps  there  could  be  some 
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connection,  therefore,  between  elevated  Na/ 
LiCTT  activity  in  diabetics  and  the  predisposi- 
tion to  DN.  This  relationship  was  demon- 
strated by  Mangili,  et  al  in  1988.  When  Na/ 
LiCTT  was  measured  in  a group  of  IDDM 
patients  as  well  as  matched  controls,  it  was 
discovered  that  the  group  of  diabetics  with 
greater  than  0.5  gm  protein  in  a 24-hour  urine 
collection  had  significantly  higher  Na/LiCTT 
activity  than  did  the  non-azotemic  diabetics 
(means  of  0.55  and  0.33  mmol/L  RBC/hr, 
respectively).  Non-diabetics  with  a variety  of 
biopsy-proven  renal  diseases  were  found  to 
have  Na/LiCTT  activity  comparable  to  that  of 
the  non-azotemic  diabetic  patients  (mean  of 
0.31).  There  was,  however,  a significant  degree 
of  overlap  — not  all  patients  could  be 
accurately  classified  on  the  basis  of  their  Na/ 
LiCTT  activity  alone. This  data  was 
subsequently  confirmed,  and  one  study  was 
able  to  relate  a tendency  towards  hyperfiltration 
in  those  diabetics  with  elevated  Na/LiCTT 
activity.^^  In  most  all  studies,  however,  overlap 
between  groups  was  noted,  and  a distinct 
pathophysiologic  relationship  between  DN  and 
Na/LiCTT  could  not  be  elucidated. 

Experimental  Evidence  for  an  Inherited 
Defect  in  Renal  Sodium  Handling 

Several  recent  studies  have  supported  the 
belief  that  elevated  Na/LiCTT  activity  is 
associated  with  an  inherited  defect  in  renal 
sodium  handling  in  patients  with  IDDM.  A 
g^oup  of  normotensive,  non-albuminuric  young 
male  diabetics  were  matched  with  a similar 
group  of  non-diabetic  controls.  All  subjects 
were  provided  with  an  isocaloric  diet  with 
similar  amounts  of  potassium  and  protein.  The 
food  was  prepared  by  dietitians  and  measured 
to  contain  200  mg  of  sodium  a day.  On  the  day 
of  admission  to  the  clinical  research  center, 
sodium  was  measured  in  a 24-hour  urine 
collection  to  confirm  compliance  with  the  diet. 
To  achieve  overnight  euglycemia,  the  diabetic 
subjects  received  a variable  rate  intravenous 
insulin  infusion  in  order  to  maintain  their 
blood  sugars  at  100  mg/dl.  The  following 
morning,  a technique  known  as  a euglycemic 
insulin  clamp  was  employed.  The  blood  sugar 
was  fixed,  or  clamped,  at  100  mg/dl  in  all 
subjects  by  measuring  blood  glucose  levels 


every  five  minutes  and  infusing  a variable 
amount  of  dextrose.  After  a basal  lead-in 
period,  two  additional  steps  were  performed.  In 
the  first  step,  intravenous  insulin  was  given  to 
all  subjects  at  a rate  of  0.5  mU/kg/min, 
resulting  in  a modest  increase  in  plasma 
insulin  levels.  The  rate  of  insulin  infusion  was 
doubled  in  the  next  step,  resulting  in  plasma 
insulin  levels  representing  the  high  physi- 
ologic range.  Blood  glucose  levels  were 
maintained  at  100  mg/dl  throughout.  The  GFR 
and  renal  plasma  flow  (RPF)  were  measured  by 
standard  experimental  techniques,  and  urine 
was  collected  every  30  minutes. 

As  shown  by  multiple  investigators,  RPF 
increased  by  about  20  percent  in  both  groups. 
This  is  felt  to  be  from  a direct  stimulatory  effect 
of  insulin.  GFR  also  increased  in  both  groups, 
but  by  a much  smaller  amount.  In  addition,  the 
acute  anti-natriuretic  effects  of  insulin  lead  to 
progressively  decreased  urinary  sodium  excre- 
tion in  both  groups.  No  relation  between 
urinary  sodium  excretion  and  Na/LiCTT 
activity  was  found  in  the  non-diabetic  control 
group.  In  the  diabetic  group,  a strongly 
significant  inverse  relationship  was  demon- 
strated between  urinary  sodium  excretion  and 
Na/LiCTT  activity  (Figure  2).  This  relationship 
was  identical  at  all  phases  of  the  study,  and 
clearly  was  not  altered  by  hyperin sulinemia. 


® Basal  • 0.5  mU/kg/min  • 1.0  mU/kg/min 


Figure  2.  Sodium  excretion  vs.  NaLi  CT  in  IDDM. 
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Thus,  those  diabetics  with  the  highest  Na/ 
LiCTT  activity  were  found  to  have  the  lowest 
urinary  sodium  excretion.  In  this  experimental 
setting,  the  RPF  increased  while  urinary 
sodium  excretion  decreased  in  the  diabetics 
with  elevated  Na/LiCTT  activity;  this  could  be 
interpreted  as  analogous  to  hyperfiltration  and 
sodium  retention.  A similar  set  of  clinical 
parameters  have  been  found  in  diabetics  who 
develop  hypertension  and  DN.  This  relation- 
ship was  not  demonstrated  in  the  control  group. 

Summary 

This  review  has  demonstrated  that  DN  is 
common  and  can  occur  in  one-third  to  one-half 
of  IDDM  patients.  DN  has  a strong  metabolic 
component,  but  there  is  also  a component  of 
genetic  susceptibility.  Persistent  micro- 
albuminuria is  currently  the  most  convenient 
and  reliable  predictor  of  nephropathy.  Finally, 
Na/LiCTT,  an  experimental  (and  not  yet 
commercially  available)  blood  test,  is  felt  to  be 
a predictor  of  familial  susceptibility  to 
hypertension,  and  may  be  a marker  of  the  risk 
of  nephropathy  in  IDDM. 
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Free  Jejunal  Graft  for  Reconstruction  of  the  Pharynx 


In  this  article,  we  report  what  we  believe  is  the 
first  case  of  pharyngeal  reconstruction  with  a 
free  jejunal  graft  in  the  state  of  Delaware  and 
review  the  advantages  and  disadvantages  of 
other  methods  of  pharyngeal  reconstruction. 

Case  Report 

A 49-year-old  white  woman  was  found  to  have 
separate  squamous  carcinomas  in  the  right 
piriform  sinus  and  in  the  left  posterior 
hypopharyngeal  wall.  She  underwent  a right 
modified  radical  neck  dissection,  total 
laryngopharyngectomy,  and  reconstruction 
with  a tubed  pectoralis  major  myocutaneous 
flap.  This  was  followed  by  external-beam 
radiation  therapy  to  a dose  of  6040  cGy  over 
seven  weeks.  Two  months  postoperatively,  the 
patient  developed  a near  total  upper  anasto- 
motic obstruction  and  was  unable  to  swallow. 
Flexible  fiberoptic  endoscopy  demonstrated 
marked  stenosis  at  the  proximal  anastomosis 
at  the  level  of  the  hypopharynx.  A biopsy 
revealed  only  granulation  tissue. 

The  stenotic  segment  was  dilated  using  an 
8-Fr  balloon  catheter,  and  the  patient  was  then 
able  to  tolerate  a clear-liquid  diet.  Subse- 
quently, the  patient  continued  to  undergo 
periodic  dilatations  for  one  year.  Despite  this 
treatment,  she  began  to  develop  further 
obstructive  symptoms,  even  with  liquids.  After 
discussion  of  all  available  procedures,  it  was 
decided  that  reconstruction  of  the  pharynx 
with  a free  jejunal  graft  was  the  best  treatment 
option  for  this  patient. 

Drs.  Rosales,  Cedeno,  Herrara,  Malek,  and  Ramzy  are  with  the 
Department  of  Surgery,  Medical  Center  of  Delaware,  Newark. 


Jorge  Rosales  MD 
Jorge  Cedeno  MD 
Lemuel  Herrera  MD 
Abdollah  Malek  MD 
Joseph  Ramzy  MD 

The  procedure  was  performed  by  two 
surgical  teams,  one  working  in  the  abdomen 
and  one  working  in  the  neck.  During  the 
abdominal  procedure,  the  ligament  of  Treitz 
was  identified  and  a segment  of  jejunum 
approximately  12  cm  in  length  was  isolated  40 
cm  distal  to  the  ligament.  Two  mesenteric 
veins  and  one  artery  were  completely 
identified  and  preserved.  After  complete 
transection  of  the  jejunum  and  its  vascular 
arcade,  the  proximal  and  distal  ends  of  the 
jejunum  were  marked  to  ensure  isoperistaltic 
position.  A saline  solution  containing  2000  lU 
of  heparin  was  infused  into  the  jejunal  artery, 
and  the  speci- 
men was  placed 
in  saline  solution 
and  handed  to 
the  neck  team. 

While  the  ab- 
dominal proce- 
dure was  taking 
place,  the  neck 
team  dissected 
out  the  previous 
pharyngeal  re- 
construction, in- 
cludingthe  stenotic 
area.  The  external 
jugular  vein  and 
thyrocervical  arte- 
rial trunk  were 
identified  and 


Figure  1.  On  a barium  swallow  seven 
days  postoperatively,  there  is  the 
question  of  whether  a small  leak  is 
present. 
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Figure  2.  Later  barium  swallow  shows  no  leak. 


preserved  for  recipient  vascular  anastomosis. 
The  free  jejunal  graft  was  placed  in  the  defect, 
and  the  proximal  and  distal  visceral  anasto- 
moses were  performed,  leaving  the  mesenteric 
vessel  facing  anteriorly.  With  the  help  of 
microsurgical  telescopic  loupes,  the  vascular 
mesenteric  pedicle  was  anastomosed  to  the 
thyrocervical  arterial  trunk  and  the  jugular 
vein  in  an  end-to-side  fashion. 

Postoperatively,  the  patient  did  well 
(Figures  1 and  2).  On  the  eleventh  postopera- 
tive day,  the  patient  was  discharged  and 
continued  to  receive  feeding  at  home  through  a 
fine-bore  nasogastric  tube.  Microscopic  exami- 
nation of  the  operative  specimen  showed  no 
residual  or  recurrent  tumor,  only  inflamma- 
tory scar  tissue.  Twelve  months  postopera- 
tively, the  patient  remains  free  of  disease  and 
is  swallowing  well  and  eating  a regular  diet. 

Discussion 

The  prognosis  for  patients  with  extensive 
hypopharyngeal  cancer  who  undergo 
laryngopharyngectomy  is  poor.  It  is  therefore 
important  to  restore  function  as  soon  as 
possible  in  an  attempt  to  preserve  quality  of 


life.  An  acceptable  reconstructive  method  for 
the  pharynx  is  a one-stage  procedure  with 
minimal  associated  morbidity  that  allows  the 
patient  to  recover  rapidly  and  swallow 
adequately. 

Factors  to  be  considered  in  the  choice  of 
method  for  pharyngeal  reconstruction  include 
the  overall  condition  of  the  patient;  the  extent 
of  the  disease;  whether  or  not  radiotherapy 
should  be  used  and,  if  so,  the  timing  and 
dosage;  the  size  of  the  defect;  and  the 
experience  of  the  surgeon. 

Use  of  the  free  jejunal  graft  for  primary 
pharyngeal  reconstruction  for  benign  stric- 
tures unresponsive  to  dilatation  has  been 
described  by  several  authors.^  ® It  has  several 
advantages:  (1)  it  is  a one-stage  procedure;  (2) 
it  is  technically  easy;  (3)  early  rehabilitation  is 
possible;  and  (4)  it  has  a low  complication  rate.®-^ 
Shangold,  et  al®  reviewed  653  patients  who 
underwent  672  procedures.  The  postoperative 
mortality  rate  was  4.4  percent,  and  the  graft 
failure  rate  was  8.9  percent.  Fistulas  occurred 
in  18  percent  of  patients  and  strictures  in  10.9 
percent.  The  incidence  of  abdominal  complica- 
tions was  5.8  percent.  Table  1 lists  the 
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Method 

Advantages 

Disadvantages 

Skin  graft 

Minimal  retraction 
Distenaibility 

Stenosis:  90%® 

Cervical  flap 

Delay  of  closure  with 
anastomoses  observation 
Success  swallowing;  98%® 
Success:  86%® 

Mortality  rate:  7%® 

Hospitalization:  6-8  wks. 
Tracheal  salivary  flow 
Multiple  procedures 

Cutaneous  flap 
(deltopectoral) 

Mortality  rate:  0%® 
Success:  83%® 

Multiple  procedures 
Reconstructive  complication:  56%®* 
Hospitalization:  8-16  wks. 

Myocutaneous 
pectoralis  major 

Avoids  thoracoabdominal 
surgery 

Short  operative  time 
Mortality  rate:  6%® 

Reconstructive  complication:  65%®* 
Fistula:  54%® 

Fasciocutaneous 
free  flap 

Long  pedicle 
Large  vessels 
Avoid  abdominal  surgery 
No  regurgitation 
No  dysphagia 

Scar  on  donor  forearm 
Limitation  of  length  to  20  cm^® 

Stomach 

transposition 

One  anastomosis 
One-stage  method 
Success  of  reconstruction: 
84%® 

Hospitalization:  2-4  wks 

Regurgitation 
Thoracoabdominal  surgery 
Poor  speech 
Mortality  rate:  15%® 

Reconstructive  complication:  50%®* 
Postoperative  complication:  50%® 

Colon  interposition 

Long  length 

Long  supply  vessels 

Hospitalization:  4-9  wks 

Three  anastomoses 
Wound  infection 
Mortality  rate:  20%® 

Reconstructive  complication:  25%®* 
Success:  68%® 

Postoperative  complication:  45%® 

Jejunal  autograft 

Single  stage 
Distensible 
Success:  72%-97%®**‘* 
Hospitalization:  2-4  wks 
Mortality:  8%®  *® 

Reconstructive  complication;  35%®* 
Three  anastomoses 
Poor  speech 

Postoperative  complication:  35%’ 

*Necrosis,  fistula,  stenosis 

Table  1.  Pharyngoesophageal  Reconstruction  Methods 


Del  Med  Jrl,  July  1995,  Vol  67  No  7 


392 


V 


Scientific  Article 


advantages  and  disadvantages  of  various 
pharyngeal  reconstruction  methods.  The 
outcome  in  our  case  supports  the  contention 
that  the  free  jejunal  graft  is  a safe,  highly 
reliable,  and  functional  form  of  reconstruction 
amenable  to  many  clinical  settings. 
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New  Genetic  Treatment  for  Bone 
and  Cartilage  Disease 


A procedure  described  by  investigators  at 
Jefferson  Medical  College  (Philadelphia)  in  the 
May  22  issue  of  Proceedings  of  the  National 
Academy  of  Sciences  provides  a simple  way 
around  the  barrier  to  therapy  of  genetic 
diseases  of  bone  and  cartilage. 

A research  team  headed  by  Darwin  J. 
Prockop  MD,  PhD,  director  of  the  Jefferson 
Institute  of  Molecular  Medicine,  isolated  and 
removed  the  marrow  cells  that  are  precursors 
to  bone  and  cartilage  cells  from  one  transgenic 
mouse  and  transplanted  them  into  another.  To 
the  investigators’  surprise,  they  found  that  one 
to  five  months  after  the  injection,  the  precursor 
cells  had  replaced  3 to  10  percent  of  the  bone 
and  cartilage  cells  in  the  second  mouse. 

The  results  suggest  that  the  same 
procedure  may  be  used  to  obtain  precursor 
cells  from  a normal  individual  to  replace  bone 
and  cartilage  cells  in  patients  with  severe  bone 
or  cartilage  disease  caused  by  genetic  defect. 
This  new  type  of  therapy  may  be  the  first  that 
is  effective  for  several  hundred  children  born 
each  year  with  osteogenesis  imperfecta, 
otherwise  known  as  brittle  bone  disease,  in 
which  bones  can  be  so  brittle  that  the  children 
die  from  hundreds  of  fractures  within  days  to 
months.  The  procedure  may  also  be  the  first 
that  is  effective  for  several  hundred  children 
born  each  year  with  chondrodysplasia,  a severe 
form  of  dwarfism  in  which  rib,  joint  and  other 
cartilage  is  so  defective  that  the  children  have 
a limited  life  expectancy. 

“In  the  future,  modifications  of  the  same 
procedure  may  well  be  applicable  to  the 
millions  of  people  who  suffer  from  more 
common  diseases  of  bone  and  cartilage,  such  as 


osteoporosis  and  osteoarthritis.  In  effect,  it 
may  be  possible  to  treat  patients  with  these 
common  diseases  with  a procedure  that  is  more 
sophisticated  but  similar  to  a blood  transfu- 
sion,” said  Dr.  Prockop. 

The  research  team  at  Jefferson  Medical 
College  used  a transgenic  mouse  containing  a 
mutated  collagen  gene  as  a source  of  donor 
marrow  cells  that  were  precursors  of  bone  and 
cartilage  cells.  The  presence  of  the  mutated 
collagen  gene  provided  a marker  with  which  to 
follow  the  fate  of  the  cells  when  they  were 
injected  into  a normal  mouse. 

The  scientists  observed  several  require- 
ments for  successful  therapy.  The  first  is  that 
the  donor  cells  must  have  the  same  pattern  of 
immune  response  as  those  in  the  recipient. 
Appropriately  matched  donors  usually  can  be 
found  among  the  parents,  brothers  and  sisters 
of  the  patient. 

A second  requirement  is  that  the  recipient 
must  have  the  space  in  the  marrow  and  other 
tissues  in  which  the  donor  cells  can  grow.  This 
can  be  accomplished  via  x-ray  irradiation  or 
chemotherapy,  but  could  cause  serious 
complications  in  about  five  percent  of  patients 
who  receive  similar  treatment.  As  the  authors 
point  out,  however,  two  recent  reports  by  other 
investigators  suggest  that  it  may  be  possible  to 
eliminate  the  need  for  x-ray  treatment  or 
related  measures  like  chemotherapy  if  larger 
numbers  of  donor  cells  are  used  and  the 
treatment  is  used  for  very  young  patients. 
Also,  the  results  in  patients  may  be  better  than 
those  in  these  experiments  because  most  of  the 
gene  defects  that  cause  serious  bone  and 
cartilage  diseases  decrease  the  rate  at  which 


Del  Med  Jrl,  July  1995,  Vol  67  No  7 


394 


Brief  Report 


cells  grow.  If  normal  precursor  cells  are 
administered  to  a patient,  they  may  grow 
faster  than  the  patient’s  bone  and  cartilage 
cells  and  thereby  replace  the  patient’s  cells  to  a 
greater  extent  than  was  seen  in  these 
experiments. 

For  many  years,  scientists  have  been 
working  to  find  ways  to  administer  a normal 
gene  to  a patient  so  that  the  normal  gene  will 
either  replace  or  effectively  counteract  the 
defective  gene  in  all  the  appropriate  cells  of  the 
body,  thus  curing  the  patient  of  the  disease. 
Scientists  know  that  the  bone  marrow  contains 
a small  fraction  of  precursor  stem  cells  that 
keep  dividing  throughout  the  life  of  an 
individual  and  provide  a continual  supply  of 
more  mature  cells.  But  use  of  the  bone  and 
cartilage  precursors  to  treat  generalized 
diseases  of  cartilage  seemed  impractical,  since 
bone  and  cartilage  stem  cells  are  widely 
dispersed  and  are  embedded  in  hard  extracel- 
lular fibers  and  mineral,  making  the  cells 
extremely  difficult  to  isolate.  In  addition,  there 
seemed  to  be  no  obvious  way  of  administering 
the  cells  so  that  they  replaced  the  cells  in  all  of 
the  bones  and  joint  cartilage  of  the  body  that 
are  weakened  by  genetic  diseases. 

One  especially  attractive  feature  of  this 
type  of  therapy  as  described  by  the  researchers 
is  the  ease  with  which  the  precursor  cells  can 
be  isolated.  Even  though  bone  and  cartilage 


precursors  are  an  extremely  small  fraction  of 
the  cells  in  marrow,  they  can  be  readily 
obtained  from  a donor  with  a needle  and  a 
syringe,  and  in  a few  days,  are  ready  to  grow 
very  rapidly  in  vitro.  This  makes  them  ideal 
candidates  for  insertion  into  diseased  patients. 

It  may  be  possible  in  the  near  fixture  to 
develop  a treatment  in  which  a patient  is  used 
as  the  source  of  bone  and  cartilage  precursor 
cells.  'The  gene  defect  in  the  cells  could  be 
corrected  as  the  cells  are  grown  in  the 
laboratory,  and  the  gene-corrected  cells 
returned  to  the  patient.  Such  ex  vivo 
transplantation,  which  uses  the  patient  as  his 
or  her  own  source  of  cells,  would  eliminate  the 
need  to  find  matched  donors,  reduce  the  small 
number  of  adverse  reactions  seen  with  cells 
from  matched  donors  and  also  make  the 
procedure  applicable  to  common  diseases  of 
bone  and  cartilage,  such  as  osteoporosis  and 
osteoarthritis. 

Diane  Ross,  an  osteoporosis  imperfecta 
(01)  patient  and  mother  of  two  children 
diagnosed  with  01,  is  available  to  discuss  her 
experience  living  with  the  disease.  William  G. 
Mackenzie  MD,  an  orthopaedic  surgeon  at 
Alfred  I.  duPont  Institute  in  Wilmington, 
Delaware,  is  available  to  provide  a clinician’s 
perspective  of  01.  To  contact  these  persons, 
please  call  Gregg  Reich  at  Jefferson  Media 
Relations  at  (215)  955-6300. 
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The  Challenge  of  Positive  Social  Change 


Adapted  from  the  remarks  of  Roberta  Dawson  Chabalko  on  her  installation  as  president  of  the 
Medical  Society  of  Delaware  Alliance. 


Thank  you  for  the  challenge  of  the  upcoming 
year.  Any  time  a person  agrees  to  assume  a 
new  responsibility,  it  seems  a bit  of 
introspection  is  natural.  I am  no  different. 

Why  as  a product  of  the  sixties,  would  I 
have  become  active  in  an  organization  based 
upon  my  spouse’s  profession?  Believe  me,  I 
have  asked  myself  that  many  times,  but  my 
answer  always  rings  true.  The  Alliance  is  the 
one  organization  in  which  people  understand 
my  family’s  crazy  schedule  and  still  allow  me  to 
pursue  a long-time  personal  goal.  To  quote 
from  an  old  resume:  I want  to  contribute  to 
positive  social  change. 

As  an  undergraduate  with  a degree  in 
English  literature,  I was  ready  to  change  the 
world  in  the  late  sixties  by  joining  a group  of 
people  with  liberal  arts  degrees  who  were 
being  trained  specifically  to  teach  in  the  inner 
city.  My  experiences  in  the  Anacostia  section  of 
Washington  taught  me  early  that  without  a 
strong  grassroots  movement  organized  to 
advise  the  policy  makers,  inadequate  or  even 
bad  policies  can  result.  Policy  makers  who  have 
no  idea  of  the  merits  of  their  policies  for  the  real 
world  doom  the  system. 

I was  impressed  with  the  myriad  of  social 
problems  my  students  represented.  Even  in 
the  sixties,  crime,  theft,  burglary,  child  abuse, 
domestic  violence,  and  rape  were  common- 
place occurrences  in  that  neighborhood. 
Severe  corporal  punishment  was  the  method  of 
discipline  favored  by  parents  and  even 
teachers  within  the  school.  I learned  to  shield 
my  students  as  much  as  possible. 


As  time  evolved  I moved  on  to  different 
educational  projects,  all  funded  initially  by  a 
liberal  government  policy.  My  last  paid  job  was 
as  a field  consultant  for  the  Child  Welfare 
League  of  America. 

The  federal  government  at  that  time  was 
under  a mandate  to  eliminate  the  “problem”  of 
adolescent  pregnancy  by  1980.  They  had 
funded  this  project  to  work  with  targeted 
states  to  bring  together  officials  from  health, 
education  and  welfare  to  examine  services 
given  to  these  young  mothers.  It  became 
evident  that  each  of  these  states  had  similar 
problems.  Communication  within  the  state 
was  often  lacking.  No  one  had  a handle  on  what 
was  needed,  what  was  offered,  what  was 
duplicated,  what  was  missing.  Does  this 
resemble  our  own  problem  as  Delaware 
examines  its  infant  mortality  rate?  Our  project 
disseminated  national  information  locally  and 
local  information  statewide. 

My  travel  to  different  states  was  exciting. 
In  each  place,  local  people  on  the  “front  lines” 
were  often  doing  battle  with  the  state  and 
federal  policies  that  had  been  intended  to  help 
them.  Local  people  were  so  busy  delivering 
local  services,  they  didn’t  have  the  time  for  the 
rhetoric  of  politics. 

And  now  almost  30  years  and  30  pounds 
later  I find  that  the  cliche,  “the  more  things 
change,  the  more  they  stay  the  same”  is  truer 
than  I ever  realized. 

As  Delaware  moves  to  address  startling 
statistics  ranking  it  number  one  in  infant 
mortality  — as  child  abuse  and  domestic 
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violence  abound  — my  work  continues  and  the 
Alliance  is  my  vehicle.  Instead  of  an  office,  I 
have  a kitchen  counter.  Instead  of  a secretary, 
I have  a computer,  but  only  limited  knowledge 
of  how  to  get  the  most  out  of  it. 

Through  the  Alliance,  I have  found  people 
who  really  care  about  the  same  things,  who 
really  want  to  work  to  contribute  to  positive 
social  change.  I haven’t  even  mentioned 
medicine  yet. 

My  father  died  from  cancer  when  I was  a 
young  teenager.  I know  first  hand  the  terrible 
problems  for  a family  when  a loved  one  cannot 
be  cared  for  locally.  I am  appalled  at  the  swift 
and  brutal  changes  being  made  in  health  care: 
the  elimination  of  local  treatment  programs, 
the  extra  burdens  placed  on  health  care 
professionals  to  be  the  true  advocates  for 
patients.  Once  again,  I see  people  on  the  front 
lines  who  are  too  busy  in  the  “trenches”  to  have 
time  for  the  rhetoric  of  politics,  but  policies  are 
changing.  They  are  already  affecting  us 
tremendously.  I don’t  think  the  public  realizes  it. 

Yes,  I am  happy  to  work  within  the 
Alliance  to  call  public  attention  to  the  changes 
that  are  taking  place,  to  raise  money  for  AMA- 
ERF.  I think  the  need  now  is  more  important 
than  ever  before.  Fine  training  programs  are 
being  eliminated.  Funding  for  medical  schools 
is  being  reduced.  Medicine  must  have  a united 
voice  in  health  care  negotiations  and  the  AMA 
can  provide  it. 

On  a local  level  we  have  an  energetic  and 
proactive  Medical  Society.  I am  amazed  at  the 
prodigious  amount  of  work  they  do,  while 
maintaining  their  practices  and  quietly 
providing  free  medical  care  for  the  uninsured. 

My  goals  for  the  coming  year  include 
examining  ways  to  strengthen  our  structure.  I 
think  it  would  be  beneficial  for  us  to  arrange 
our  fiscal  year  to  coincide  with  that  of  the 
Medical  Society,  so  our  dues  billing  and  Annual 
Meetings  could  match.  We  have  new  and 
energetic  ideas  to  raise  money  for  the  AMA- 
ERF,  to  spread  the  word  about  Medical 
Alliance  Month.  We  need  to  offer  the  support  of 
Chicago  confluences  and  legislative  workshops 
to  more  of  our  members.  We  need  to  increase 
our  membership  to  provide  insulation  against 
the  forces  buffeting  organized  medicine. 


Increased  membership  will  help  us  keep  an 
active  voice  in  the  community,  to  effect  positive 
social  change.  We  also  need  to  nurture  our 
networking.  Our  members  are  active  in  a 
variety  of  organizations.  It  is  by  working 
together  that  we  are  stronger. 

Unfortunately,  those  of  you  who  know  me 
well  know  how  much  help  I need.  Sometimes  I 
focus  so  much  on  the  forest,  I miss  some  of  the 
trees  along  the  path.  I should  be  very  worried 
about  the  task  ahead,  but  I’m  not.  I know  we 
have  so  many  talented  people  in  our 
organization,  it  is  amazing.  From  Dr.  McAfee 
and  Dr.  Bristow,  the  knights-in-shining-armor 
at  the  head  of  the  AMA,  to  Dr.  Bradley,  our  own 
Delaware  head,  to  everyone  of  the  Alliance 
members  I have  called  upon.  Thanks  to 
everyone’s  hard  work  and  grand  ideas,  we  are 
going  to  have  a great  year. 


Office  Space 
Available 

Part-time  office  space  available 
in  North  Wilmington.  Day  time 
and  evening  hours  available. 
Excellent  location.  For  more 
information  please  contact 

(302)  478-7160 
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Diagnostic  Imaging  Associates,  pa 
Celebrates  the  Centennial  Anniversary  of 
The  Discovery  of  x-rays 


Wilhelm  Conrad  Roentgen  discovered  x-rays  in  1895  and  the  modern  age  of  medical  imaging  began. 

We  celebrate  that  beginning  with  a continuing  commitment  to  medical  imaging  excellence  for  our  patients. 


The  development  of  diagnostic  imaging  is  one  of  the  most  relevant  scientific 
advancements  in  our  daily  lives.  Diagnostic  imaging  uses  Magnetic  Resonance  Imaging  and 
superfast  spiral  CT  scanning  techniques  to  create  highly  accurate  medical  imaging  studies. 

As  we  learn  more  about  the  new  aspects  of  the  disease  process  and  the  important  role 
the  new  modalities  play  in  their  diagnosis,  the  more  we  appreciate  the  Roentgenological  study 
and  the  impact  it  has  had  on  the  clinical  care  of  the  patient  since  its  discovery. 

Thanks  to  Wilhelm  Roentgen  the  medical  imaging  profession  is  heading  towards  a new 
frontier  in  the  twenty  first  century. 

❖ 

Our  full  range  of  out-patient  services  includes: 

• High-field  MRI  • New  spiral  CT  scanning  • Ultrasound  including  color  doppler 
• Mammography  • Fluoroscopy  • Nuclear  Medicine  • General  X-ray 

Diagnostic  Imaging  Associates  has  seven  convenient  locations  in  New  Castle  County 
staffed  by  board  certified  radiologists  and  highly  trained  technologists.  Our  reports  are  sent 
promptly  via  fax  or  same  day  delivery  service.  Our  patients  are  scheduled  promptly  and  treated 
with  efficient,  personal  care. 


Dr.  Myung  Soo  Lee,  Radiologist,  ABR,  Pediatric  & Musculoskeletal  Imaging 


For  patient  information  and  central  sheduling:  302-425-4DIA 


Omega  Imaging  Associates  • L-6  Omega  Professional  Center  • Newark  • 738-9300 

Omega  Magnetic  Resonance  Imaging  Center  • L-6  Omega  Professional  Center  • Newark  • 738-9300 

Omega  Nuclear  Diagnostic  Center  • K-f  5 Omega  Professional  Center  • Newark  • 368-8150 

Brandywine  Imaging  Center  • 701  Foulk  Road  • Suite  E-1  • Wilmington  • 654-5300 

Pike  Creek  Imaging  Center  • 3105  Limestone  Road  • Suite  106  • 995-2037 

Wilmington  Magnetic  Resonance  Imaging  Center  • 1020  Union  Street  • Wilmington  • 427-9855 

Omega  Medical  Center  • K-15  Omega  Professional  Center  • Newark  • 368-5100 


Diagnostic  Imaging  Associates,  PA 


Mill!  ! 


Christiana  Bank  & Trust  Company 
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SPECIAL  PROGRAMS  FOR 

Health  Care 
Provtoers 

A PROFESSIONAL  APPROACH  TO 
CUSTOM  PERSONAL  AND  PRACTICE  FINANCING 
AND  INVESTMENT  MANAGEMENT 
FOR  MEDICAL  PRACTITIONERS 


3801  Kennett  Pike 
Greenville,  DE  19807 
Call  Bob  Elder,  President 

302.421.5800 

Member,  FDIC 


COMFORTABLE  SENIOR  LIVING  WITH  A PERSONAL  TOUCH 


^'-LORELTOJ 


2200  WEST  FOURTH  • WILMINGTON,  DE  19805-3324 
SHORT  AND  LONG  TERM  INDEPENDENT  AND  ASSISTED  LIVING 


Call  today  (302)  573-3580 


I'm  so  happy  we  helped 
Mother  & Dad 


...  find  a retirement  community  with  a great 
staff,  delicious  food,  plenty  of  activities, 
and  a little  extra  help  if  they  need  it. 


I'm  glad  we  discovered  The  Lorelton. 
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EDITORIAL 


Practice  Problem 


A bill  was  introduced  into  the  last  session  of  the 
legislature  in  an  attempt  to  solve  a problem  of 
medical  practice  which  may  well  be  insoluble. 
Many  predicted  (correctly)  that  the  bill  had 
little  chance  of  passing,  but  at  least  it  has 
served  to  call  attention  to  and  emphasize  a 
problem.  In  essence  the  bill  would  require 
doctors  to  reimburse  patients  for  the  cost  of 
unused  medication  if  the  patient  had 
specifically  requested  a small  trial  supply,  and 
the  doctor  instead  gave  a large  prescription, 
only  to  find  out  later  that  the  patient  couldn’t 
or  shouldn’t  take  most  of  it. 

I’m  sure  all  of  us  are  aware  of  this  problem. 
It  is  significant  and  fairly  widespread,  and  one 
that  merits  our  efforts  to  work  out  a solution. 
Certainly  there  are  medical  situations  in  which 
it  would  be  unwise  and  poor  medicine  to  write 
for  a small  amount  of  medication,  and  certainly 
there  would  be  objections  to  having  a patient 
return  in  two  days  for  another  office  visit. 
Some  examples  of  situations  dictating  larger 
amounts  might  be  an  antibiotic  for  a stubborn 
infection,  where  you  want  the  patient  to 
eliminate  the  bacteria,  not  just  suppress  and 
tease  them,  allowing  the  emergence  of 
resistant  strains.  Another  might  be  a chronic 
problem  like  hypertension,  where  compliance 
is  poor  to  begin  with,  and  you  don’t  want  to 
hear  the  convenient  excuse,  “I  ran  out  of 
medication.”  Yet  a third  might  be  a patient 
with  a major  psychiatric  illness  who  wants  to 
stop  as  soon  as  he  or  she  feels  better.  However, 
even  in  these  situations,  a small  trial  to 
evaluate  tolerance  might  well  be  in  order. 


A more  worrisome  situation  exists  with  a 
doctor  who  is  practicing  what  might  be  called 
symptomatic  medicine.  As  a practice  gets 
busier  and  busier  some  of  the  most  trouble- 
some patients  are  the  overly  talkative  ones  and 
the  quarrelsome  ones.  A quick  prescription 
may  be  a convenient  and  expeditious  way  to 
handle  such  patients,  and  the  larger  the 
prescription  the  longer  it  will  be  before  they 
return.  This  practice,  though  it  may  solve  the 
doctor’s  problem,  may  not  solve  the  patient’s, 
and  may  even  be  hazardous. 

Elderly  patients  with  multiple  disorders 
wind  up  taking  multiple  medications,  and  with 
each  new  medication  the  probability  of 
intolerance  goes  up  geometrically  instead  of 
arithmetically.  The  psychotropic,  which  does 
such  a beautiful  job  of  solving  insomnia  emd 
depression,  by  virtue  of  its  atropine-like  effect, 
may  aggravate  a dry  mouth,  leading  to 
leukoplakia,  or  tip  a precarious  urinary  tract 
into  enough  retention  to  create  recurring 
cystitis.  Then,  of  course,  that  is  one  more 
condition  that  needs  treatment.  Many  of  these 
elderly  patients  wind  up  with  hundreds  if  not 
thousands  of  dollars  worth  of  medication  they 
can  ill  afford,  gradually  becoming  outdated  in 
their  bathroom  medicine  cabinets. 

Medication  is  costly,  usually  more  than  the 
cost  of  your  office  visit,  and  it  is  less  often 
covered  by  insurance  than  is  your  office  visit. 
Opened  medication  cannot  be  returned  to  the 
pharmacy.  That  would  be  illegal.  'The  patient  is 
stuck  with  it.  No  wonder  many  of  them  who 
have  been  burned  in  this  situation  ask  for  a small 
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amount  to  try  out  first.  This  may  run  into  a 
problem  at  some  pharmacies.  If  the  pharmacist 
has  to  take  from  a bottle  of  seldom  used 
medication,  he  may  not  know  when,  if  ever,  he 
can  sell  the  rest  of  that  bottle,  so  may  want  to 
get  his  entire  investment  back  on  that  first 
prescription.  Thus  the  cost  savings  to  the 
patient  may  be  minimal.  There  are  ways 
around  this,  of  course,  especially  in  large 
chains,  but  the  practical  financial  aspects  of 
the  situation  may  influence  the  outcome. 

In  any  case  we  have  a problem  here  that 
merits  the  attention  of  the  physician.  What  can 
be  done?  More  care  in  prescribing  is  one  part  of 
the  solution.  If  you  feel  you  must  order  large 
amounts,  discuss  it  with  the  patient  first. 
Many  medications  are  available  in  foil  unit- 
dose  packs,  and  for  these  it  is  easy  to  order  a 
trial  amount  if  the  patient  requests.  What 
about  the  doctor  taking  back  the  excess 
medication  to  use  in  starting  other  patients? 
This  is  what  the  proposed  new  legislation 
suggests,  but  it  is  almost  certainly  illegal  in  the 
eyes  of  the  Drug  Enforcement  Administration. 
The  possibility  exists  that  the  patient  might 
bargain  with  the  pharmacist  to  fill  only  a 
fraction  of  the  prescription.  This  might  be  more 
expensive  on  a per-dose  basis,  but  that  extra 
cost  could  be  looked  upon  as  the  cost  of 
insurance  against  a major  useless  expense. 

What  about  the  proposed  legislation?  It 


''It's  Who  You  Know" 


Claire  Guise 

Health  Care  Recruiter 

13  YEARS  EXPERIENCE 

302-656-5555 

1 100  N.  Grant  Avenue  • Wilmington,  DE  19805 


designates  the  Board  of  Medical  Practice  as  the 
enforcer.  I am  not  sure  how  we  would  handle 
that.  It  would  certainly  increase  the  number  of 
complaints  and  the  complexity  of  each.  Did  the 
patient  really  request  less?  How  much  less? 
Did  he  keep  his  receipt?  Does  the  Board  bill  the 
doctor  and  then  ask  the  state  to  reimburse  the 
patient?  Who  does  the  accounting?  If  we 
prosecute  the  doctor,  what  is  the  charge?  Is  it 
unprofessional  conduct?  Is  that  of  sufficient 
weight  to  justify  a disciplinary  action 
reportable  to  the  National  Practitioner  Data 
Bank?  What  is  the  cost  of  the  disciplinary 
hearing?  I think  it  would  be  far  better  to  simply 
ask  the  doctors  of  the  state  to  be  careful, 
considerate,  compassionate,  communicative, 
and  above  all  flexible  and  agreeable.  Nearly  all 
already  are! 

E.  Wayne  Martz  MD 
Editor 


K§ntmere 

A Not-for-profit 

Community  Nursing  Care  Center 

Love.  Compassion.  Companionship. 

Creative  activity.  A warm  comfonable 
homelike  atmosphere  for  hundreds  of 
men  and  women  since  1901.  Skilled  and 
Intermediate  Care.  Special  Care  for 
Alzheimer’s  patients. 

We  re  Medicaid  and  Medicare 
approved.  When  you  need  a nursing 
care  center  for  one  of  your  patients, 
consider  Kentmere.  For  information 
call  Yvonne  Dinneen  at  302/652-3311. 

Operated  by  The  Home  of  Merciful  Rest  Society,  Inc. 

A Caring  Environment 
Since  1901 

1900  Lovering  Avenue  Wilmington,  Deleware 
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Mary  Louise  Poole  RN 

Claymont  Clinic  has  been  in  operation  now  for 
four  years.  Near  the  outset  I joined  others  in 
recruiting  physicians  to  serve  there,  as 
volunteers,  once  or  twice  a month.  The 
response  of  one  internist  friend,  whose 
opinions  I value,  amazed  me.  “I  will  not  be  part 
of  that.  That  clinic  will  provide  no  continuity  of 
care.  The  patients  will  be  seen  by  a different 
doctor  every  time.  Care  there  will  be  less  than 
worthless;  it  will  be  harmful.” 

It  turned  out  to  be  otherwise.  The  Board  of 
Directors  selected  as  nurse  coordinator  of  the 
clinic  Mary  Louise  Poole  RN.  Mrs.  Poole  had 
served  for  many  years  as  Student  Health 
Nurse,  first  for  Brandywine  College,  then  for 
its  successor  institution,  Widener  University 
Law  School.  At  these  schools  she  established  a 
reputation  as  being  ready  to  be  involved  with 
the  students  in  all  aspects  of  their  lives,  and 
became  both  medical  and  general  advisor. 
Time  and  again  I have  heard  from  a patient  a 
story  of  how  Mrs.  Poole  helped  her  student 
weather  a storm  and  continue  in  school. 

Mary  Louise  Poole  brought  these  skills 
with  her  to  Claymont  Clinic.  She  served  not 
only  as  a nurse,  but  more  importantly  as 
overall  coordinator.  She  knew  each  patient  by 
name  and  by  details  of  history.  They  quickly 
learned  they  could  trust  her  with  any 
confidence.  Although  the  doctor  in  attendance 
varied  from  one  day  to  the  next,  Mrs.  Poole  was 
always  there  to  brief  the  doctor  and  to 
maintain  continuity  of  care.  She  has  been  the 
Mama  Hen  of  Cla)rmont  Clinic,  its  heart  and  soul. 


Mary  Louise  Poole  RN  is  retiring  now.  The 
Board  of  Directors  of  Claymont  Clinic,  as  of  this 
writing,  has  made  only  temporary  arrange- 
ments for  nursing  coverage  and  is  still 
searching  for  another  Mary  Louise  Poole.  I 
hope  they  find  one. 

David  Platt  MD 

An  Open  Letter  to  Dr.  Janies  Lally 

In  response  to  your  recently  published 
editorial  entitled  “Thermography;  A Prototype 
of  Failed  Technology”  I wish  to  comment  on 
both  the  content  and  intent  of  your  article. 

It  is  of  significant  value  to  point  out  that 
you  have  hung  your  hat  on  an  evaluation  and 
program  that  is  more  than  15  years  out  of  date. 
Your  references  to  the  actual  diagnostic 
technique  and  application  of  thermography  are 
at  best  five  years  old  and  two  are  more  than  11 
years  of  age.  Believe  it  or  not,  there  are  many 
more  current  articles  of  informational  conse- 
quence available  in  the  literature  from  not  only 
the  United  States  but  from  all  parts  of  the 
world. 

Thermography  has  been  utilized  for  more 
than  2,000  years  most  successfully  in  countries 
other  than  our  own.  Most  of  these  nations  have 
some  type  of  national  health  program  and, 
thus,  the  element  of  greed  is  eliminated  as  a 
rationale  for  the  use  of  thermography.  It  is 
utilized  simply  because  it  is  the  only  technique 
that  indicates  the  state  of  the  autonomic 
nervous  system  (i.e.,  the  physiology  of  the 
body),  where  all  other  diagnostic  imaging 
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allows  for  the  evaluation  of  the  anatomical 
variation. 

As  for  the  comment  attributed  to  the 
manufacturer  of  thermographic  equipment,  I 
do  not  doubt  its  veracity.  However,  this 
individual  is  a salesman  ...  not  a practicing 
physician  or  thermographer.  He  is  also  one 
whose  value  scale  appears  to  be  rather  low.  For 
your  information,  most  thermographers  use 
the  procedure  because  of  the  valuable 
information  it  does  provide  and  not  for  mere 
monetary  reward.  So  many  practitioners 
incorporate  this  into  their  routine  evaluation 
without  charge  to  the  patient.  We  are  not  all 
prostitutes  and  your  insinuation  of  this  is 
reprehensible  and  to  you,  sir,  should  be  an 
embarrassment. 

The  AMA  has  recently  upgraded  thermog- 
raphy from  experimental  to  investigative  and, 
indeed,  recommends  its  use  in  the  primary 
diagnosis  of  Reflex  Sympathetic  Dystrophy 
Syndrome.  Does  this  sound  like  they  are 
looking  to  eliminate  this  modality?  As  for  the 
percent  of  accurate  information  offered  by  TG, 
it  should  be  noted  that  no  experienced 
thermographer  bases  his  or  her  diagnosis  and 
subsequent  treatment  on  the  basis  of  a 
thermogram  alone.  Quite  the  contrary,  every 
thermographer  knows  that  nothing  replaces 
the  information  gathered  by  the  “acceptable 
modalities”  and  their  own  history  and  physical 
examination. 

Your  writing  intimates  that  there  is  a 
distance  between  you  and  your  subject  matter. 
Dr.  Lally,  have  you  had  any  first-hand 
knowledge  of  this  discipline?  Have  you  ever 
requested  a thermographic  examination  for 
one  of  your  patients?  Have  you  ever  considered 
that  whatever  information  gleaned  from  such 
an  evaluation  is  more  than  you  had  without  it? 

In  closing,  may  I respectfully  remind  you 
that  in  its  infancy,  radiography  was  viewed  as 
a curiosity  with  no  practical  medical  applica- 
tion! Dr.  Lally  your  bias  is  overt,  though  I know 
not  what  caused  you  to  take  such  a militant 
stand,  and  though  I feel  a sense  of  sadness  for 
you,  my  true  concern  is  for  your  patients  ...  the 
ones  you  are  categorically  denying  information 
that  may  well  aid  in  their  healing. 

Bruce  S.  Dribbon  DPM,  DAAPM,  DABCT 


Dr.  Lally  Responds 

Since  the  editorial  “Thermography:  A Proto- 
type of  Failed  Technology”  that  provoked  Dr. 
Dribbon’s  heated  and  spirited  letter  was 
published  18  months  ago,  those  readers  who 
are  interested  may  want  to  review  it. 

In  ad  hominem  remarks  Dr.  Dribbon 
questions  whether  I have  the  credentials  to 
write  Em  essay  on  thermography.  Early  in  my 
career  I was  the  recipient  of  a research  grsmt 
that  evaluated  the  thermograms  of  patients 
with  internal  derangements  of  the  knee.  I was 
the  principal  investigator  of  that  research 
endeavor.  We  found  that  thermography  was 
not  consistently  accurate  enough  to  be  used  as 
a screening  procedure  for  the  diagnosis  of 
internal  derangement  of  the  knee.'  While  that 
was  many  years  ago,  the  basic  ideas  and 
concepts  of  thermography  remsiin  the  same. 

Perhaps  the  phrase,  argumentum  ad 
crumenam  (i.e.,  to  the  purse  or  to  one’s  self 
interest)  best  describes  msmy  who  still 
advocate  the  use  of  thermography  in  clinical 
medicine. 

Not  unexpectedly,  the  legal  system  often 
has  difficulty  recruiting  unbiased  experts  to 
testify  as  to  the  scientific  validity  of 
thermography.  In  one  court  decision  it  was 
pointedly  noted,  ‘Tf  the  only  persons  willing  to 
testify  as  to  the  reliability  of  thermography  are 
those  with  a substantial  financial  interest  in  its 
practice,  surely  that  field  of  medicine  cemnot 
claim  to  be  widely  accepted  as  reliable  in  the 
medical  community.”^ 

The  remarks  in  the  editorial  are  still 
applicable,  “Thermography  may  well  remain 
Em  interesting  investigational  tool,  but  should 
we  as  a society  squander  our  limited  resources 
on  such  an  imprecise  and  discredited 
technology?”.^ 

James  F.  Lally  MD 
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Or  An  OPBuam 

liUff'UMAKE 

You  fai  BimR 


As  an  Air  Force  Reserve  physician, 
you'll  experience  all  the  rewards  of 
providing  care.  And  then  some. 

Because  as  part  of  our  nation's  vital 
defense  team,  you'll  help  protect 
the  strength  and  pride  of  America. 

In  the  Air  Force  Reserve,  you'll  feel 
the  excitement  a change  of  pace 
brings  as  you  gain  the  prestige  of 
military  rank  and  the  privilege  of 
working  with  some  of  the  world's 
best  medical  professionals.  And, 
you  can  update  your  knowledge 
through  the  Air  Force  Reserve's 
wide  selection  of  continuing  edu- 
cational opportunities. 

With  our  new,  flexible  schedule 
programs,  iF s never  been  easier  to 
give  something  back  to  your 
country. 

The  Air  Force  Reserve.  It's  a great 
way  to  serve. 

CaU:  (800)282-1390 
Or  write  To: 

Km  Mathew 
3720FetchetAve 
Suite  16 

Andrews  AFB,  MD  20331-5157 


25-501-0009 


A GREAT  WAY  TO  SERVE 


and  Smiles. 


At  VNA,  we  are  witnessing  the  birth  of  a new 
generation  in  the  health  care  industry. 

Home  health  care  is  a fast-growing  member  of  this  industry  and  our  Specialty  Care 
Services  were  created  to  grow  with  the  changing  needs  of  patients.  Our  highly  specialized 
home  care  teams  are  ready  to  pick  up  where  the  hospital  leaves  off.  Services 
include  Obstetrics,  Neonatology,  Pediatrics,  Oncology,  HIV/AIDS,  IV.  Therapies 
and  Rehabilitation.  VNA  is  a high  quality,  low  cost  resource  for  your  family. 

By  discovering  VNA  Specialty  Care  Services,  you  can  look  forward  to  a brighter, 
healthy  future.  And  surely  that’s  something  that  will 
put  a smile  on  your  face.  Call  (302)  323-8200  for  more 
information... we’re  on  call  and  listening  24  hours  a day. 

COME  HOME  TO  VNA  SPECIALIZED 


VNA 


Visiting  Nurse 
Association 
IdelawareI  of  Delaware 


HEALTH  CARE 


MSD  MONTHLY  ACTIVITIES 


Working  for  You: 
May  1995 


Leadership  Activities 

Carol  A.  Tavani  MD,  Victor  Battaglia  Esq. 
and  Mark  Meister  met  to  discuss  Physicians’ 
Health  Committee  issues. 

Michael  J.  Bradley  DO  met  with  Senator 
John  C.  Still  III  to  discuss  DIMER  (Delaware 
Institute  of  Medical  Education  and  Re- 
search) legislation. 

Michael  J.  Bradley  DO  and  Mark  Meister 
met  with  the  Insurance  Commissioner 
regarding  the  Patient  Protection  Act. 
Michael  J.  Bradley  DO,  Mark  Meister,  Jana 
Siwek  met  with  Victor  Battaglia  Esq. 
regarding  Worker’s  Compensation/automo- 
bile no-fault  insurers  issue. 

Carol  A.  Tavani  MD  represented  the  Society 
the  Delaware  Pharmaceutical  Society  An- 
nual Meeting. 

DHCC  Primary  Care  Committee  Meeting 
Physicians^  Audvocacy  Program  Activities 
Presented  workshops  in  Newark  and  Dover 
entitled  “Malpractice  Issues  for  the  Office 
Staff.”  Attendees  of  the  workshop  learned: 
how  communication  skills  decrease  the 
chance  of  litigation,  more  information  about 
patient  billing  and  their  role  in  htigation, 
how  to  communicate  physician  referrals,  and 
how  to  use  the  telephone  to  their  advantage. 
Held  inservices  at  Riverside  Hospital 
covering  the  topics  of  Accounts  Receivable 
Management  and  Evaluating  a Managed 
Care  Contract. 

Taught  an  in  service  to  the  MSD  Resident 
Section  regarding  Accounts  Receivable 
Management. 

Consulted  for  a physician  regarding  new 
billing  guidelines  and  establishing  audit 
trails. 

Networking  group  met  and  discussed  office 
staffluncheon  planned  for  the  fall  of  this  year. 
Answered  various  inquiries  from  physicians 


and  their  staffs  on  such  issues  as  OSHA 
regulations.  Medicare  and  managed  care, 
opening  a new  practice,  and  capitation. 

Voluntary  Initiative  Program  Activities 
Referred  101  Medicaid  patients  to  VIP 
participating  physicians. 

Continuing  Medical  Education  Activities 
Sponsored  15  educational  activities  for 
Category  1 credit. 

Major  Meetings 

Subcommittee  on  Physician  on  Office 

C omputerization 

Phiblication  Committee 

Public  Laws  Committee 

Medical  Society  of  Delaware  Alliance  Annual 

Meeting 

MSDIS  monthly  meeting  held  with  repre- 
sentatives from  Zutz/PLI  and  RTA.  Plans  for 
marketing  a new  disabiUty  program  for 
Society  members  were  unveiled  by  Zutz 
affiliate,  George  Weiner  and  Associates. 
Executive  Committee 
Long  Range  Planning  Committee 
Board  of  Trustees 

Legislative  Activities 

The  following  physicians  served  as  “Doctor  of 
the  Day”  on  one  or  more  occasions  on  the 
days  the  legislature  was  in  session  in  May: 
Martin  G.  Begley  MD,  Jason  L.  Campbell 
MD,  A Douglas  Chervenak  DO,  Diana 
Dickson-Witmer  MD,  J.  Robert  Fox  MD, 
Robert  E.  Heckman  MD,  Thomas  J.  Maxwell 
MD,  Jorge  A.  Pereira-Ogan  MD,  Julia  M. 
R.  Pillsbury  DO,  Henry  H.  Stroud  MD,  and 
Norman  Taub  MD.  These  physicians  are 
members  of  the  Society’s  Legislative  Action 
Committee,  a subcommittee  of  the  Public 
Laws  Committee.  The  Legislative  Action 
Committee  ensures  that  members  of 
Delaware’s  General  Assembly  are  in- 
formed on  medical  legislative  issues. 
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Healthcare  reform.  Managed  care. 
Changing  rules  and  regulations.  When 
you  consider  the  potential  impact  they 
could  have  on  your  practice,  you  may 
even  end  up  with  some  major  discomfort. 
Which  means  maintaining  your  financial 
stahility  depends  on  careful  planning  and 
sound  management. 

Fortunately,  at  Belfint,  Lyons  & 
Shuman  we  understand  the  issues  unique 
to  your  profession.  So  we  not  only  provide 
traditional  accounting  expertise  hut  also 
help  you  achieve  the  results  you  need  in 


all  aspects  of  your  practice.  Everything 
from  analyzing  hospital  and  physician 
employment  contracts  to  helping  you  plan 
a practice  merger. 

So  find  out  more  about  BL&S  services. 
Call  Dan  Protokowicz  at  (302)  655-8894. 
Because  with  our  help,  you  shouldn’t  feel 
a thing. 

200  West  Ninth 
Street  Plaza 
Box  2105 
Wilmington, 

Delaware 
19899 


BELFINT 
LYONS  & 
SHUMAN 


BELFINT,  LYONS  & SHUMAN.  ACCOUNTING  AND  FINANCIAL  PLANNING  SERVICES  FOR  PHYSICIANS. 


IN  BRIEF 


Civil  War  Medicine  Third  Annual  Conference 

The  National  Museum  of  Civil  War  Medicine  will  present  its  3rd  Annual  Civil  War  Medicine 
Conference  at  Hood  College,  Frederick,  Maryland,  on  August  4-6,  1995.  The  program  will  feature 
a day  trip  to  Gettysburg  on  Saturday,  August  5,  to  view  the  Second  Corps  Union  Hospital  sites.  For 
a program  brochure  and  to  register,  write,  call  or  fax: 

National  Museum  of  Civil  War  Medicine 
P.O.  Box  470 
48  East  Patrick  St. 

Frederick,  Maryland  21705 
Tel:  (301)695-1864 
Fax:  (301)  695-6823 

Alzheimer*s  Disease  and  Related  Dementias:  Legal  Issues  in 
Care  and  Treatment,  1994 

The  Advisory  Panel  on  Alzheimer’s  Disease  issued  this  special  report  to  Congress  to  focus  attention 
on  legal  issues  affecting  people  with  Alzheimer’s  disease,  their  families,  health  care  professionals, 
and  society.  This  report  contains  public  policy  recommendations  for  resolving  problems  in  legal 
competency  judgements  in  cases  of  probable  Alzheimer’s  disease  and  other  related  dementias. 

Alzheimer’s  Disease  and  Related  Dementias:  Legal  Issues  in  Care  and  Treatment,  1994, 
describes  the  following  areas  of  law  as  they  affect  people  with  Alzheimer’s  disease  and  their 
families: 

□ Autonomy  and  incapacity 

□ Voluntary  transfers  of  decision-making  (durable  powers  of  attorney  and  trusts) 

□ Involuntary  transfers  of  decision-making  (guardianships  and  conservatorships) 

□ Medical  decision-making  (advance  directives  and  refusals  of  medical  treatment) 

□ The  ethics  of  treating  in  the  absence  of  advance  directives 

□ Federal  involvement  in  medical  decision-making 

Single  copies  of  this  report  (publication  no.  Z-86)  are  available  free  from  the  Alzheimer’s 
Disease  Education  and  Referral  (ADEAR)  Center  by  calling  toll-free:  (800)  438-4380. 
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Call  Today 

(302)  658-8571 


TAKEA-BREAKi 

*pa<uC  & S&wice^ 


Because  of  you. . . 
United  Way  of  Delaware 
builds  stronger  communities. 

Become  an 
Allocations 
Volunteer 
and  decide 
where 
United  Way 
of  Delaware 
funds 
are  most 
needed. 


For  more  information 
contact  the  Allocations  Department 
United  Way  of  Delaware 
573-2417 


Health 

Volunteers 

Overseas  ^ SJ  ^ ml 

Health 
Volunteers 
Overseas  is 
dedicated  to  improving  the 
availability  and  quality  of  health  care 
in  developing  countries  through 
training  and  education.  Volunteer 
your  skills!  Beeome  a member 
of  Health  Volunteers  Overseas! 


Call  202-296-0928 


WOMEN’S  IMAGING  CENTER 


OB-GYN,  ABDOmnAL  AISD  BREAST  ULTRASOUISD 
EiyOOVAGliyAL  SCAimilSG 

BREAST  ASFiRATWn  OF  SOLID  AND  CYSTIC  MASSES 
UNDER  ULTRASONIC  GUIDANCE 

AMNIOCENTESIS 

CHORIONIC  VILLI  SAMPLING  PROGRAM* 

WITH  GENETIC  GUIDANCE  COUNSELING 

*AtfiUated  with  the  Medical  Center  of  Delaware 
and  Jefferson  Medical  College 


J24-26  Omega  Drive 
Hew  ark,  Delaware  19713 

(302)  758-9100 


HOURS:  Mon.  to  Fri.  SAM  - 5FM  • Wed.  SAM  - SFM  • Sat.  SAM  - IFM 
Radiology  Consultants: 

Steven  Edell,  D.O.,  F.A.C.R.  Christine  Dietrich,  M.D.  Barbara  Peters,  M.D. 

Susan  Barnes,  M.D.  Anthony  Scola,  M.D.  Anne  Lee,  M.D. 

Accredited  by  the  American  College  of  Radiology 


J 


INDEX  TO  ADVERTISERS 

Air  Force 

389 

Air  Force  Reserve 

406 

Belfint,  Lyons  and  Shuman 

409 

Blue  Cross  & Blue  Shield  of  Delaware 

368 

Cardiac  Diagnostic  Center 

365 

Central  Delaware  MRI 

372 

Christiana  Bank  & Trust  Company 

401 

Christiana  Imaging  Center 

373 

Delaware  Heart  Group 

389 

Delaware  Trust 

414 

Diagnostic  Imaging  Associates,  PA 

400 

Garden  Design  Group 

396 

Health  Volunteers  Overseas 

411 

Kentmere 

403 

Lorelton 

401 

Master  Care 

371 

MedB  ridge 

396 

Medical  Office  Suite  (Newark) 

371 

MSD  Insurance  Services,  Inc. 

366 

Medlab 

369 

Network  Personnel 

403 

Office  Space  Available  (N.  Wilmington) 

399 

Papastavros’  Assoc.  Medical  Imaging 

397 

Performance  Physicial  Therapy 

397 

PHICO 

388 

Physician  Plans 

377 

Princeton  Insurance  Company 

415 

Rehabilitation  Consultants,  Inc. 

387 

Rockford  Center 

393 

Take-A-Break  Inc. 

411 

United  Way 

411 

Visiting  Nurse  Association  of  Delaware 

407 

Wilmington  Trust 

376 

Women’s  Imaging  Center  of  Delaware 

412 

INFORMATION  FOR 
ADVERTISERS 

The  Delaware  Medical  Journal  is 
a monthly  publication  of  the  Medi- 
cal Society  of  Delaware.  The  Jonr- 
nal  reaches  approximately  75  per- 
cent of  the  state's  physicians,  as 
well  as  medical  libraries,  and  hos- 
pitals; its  circulation  is  approxi- 
mately 1,600. 

Full-,  half-  and  quarter-page  ad- 
vertisements are  accepted.  Half- 
and  quarter-page  ads  may  be  ei- 
ther vertical  or  horizontal.  The 
Journal  can  provide  such  services 
as  four-color  or  matched  color  ads; 
camera  work  (halftones,  line 
shots);  and  typesetting. 

Closing  for  space  reservations  is 
the  first  of  the  month,  two  months 
prior  to  publication.  Closing  for 
materials  is  the  first  of  the  month, 
one  month  prior  to  pubhcation. 

All  advertisements  are  subject  to 
approval  by  the  Publications  Com- 
mittee of  the  Medical  Society  of 
Delaware. 

For  a media  kit  or  for  more  infor- 
mation, call  the  managing  editor 
at  302/658-7596  or  800/348-6800 
(Kent  or  Sussex  Counties). 


( 


Del  Med  Jrl,  July  1995,  Vol  67,  No  '| 


413 


MRI  Case  of  the  Month 


49  year  old  female  with  paresthesias  and  weakness  of  the  left  side. 

MRI  examination  with  magnetic  resonance  angiography  revealed  a "berry" 
aneurism  at  the  origin  of  the  left  middle  cerebral  artery,  confirmed  by  contrast 
angiography.  This  finding  was  not  felt  to  be  related  to  the  patient's  symptoms, 
although  surgery  is  being  planned  due  to  aneurism  size  criteria. 


Central 
Delaware 

MRI 


Low  Claustrophobia  • Turbo  Spin  Echo  • MR  Angiography 


Robert  J.  Varipapa,  MD  Certified,  American  Society  Neuroimaging 

John  B.  Coll,  DO 

1093  S.  Governors  Avenue,  Dover,  DE  19904  (302)  674-5860 


Health  Care 


Choices  - More  Sense 

Than  dollars. 


ft  makes  sense  to 


choose  Christiana 


Imaging  Center. 


Vli 


xit  Christiana  Imaging  Center,  our  goal  is  to  provide  S| 
the  highest  quality  service  at  very  competitive  rates. 

i|il 

We  make  choosing  an  imaging  center  convenient 
for  your  patients  by  accepting  most  major  third-party 
payors  including: 

>■  Blue  Cross  Blue  Shield  of  Delaware 
5^  Medicare  of  Delaware 
>>  Medicaid  of  Delaware 

Blue  Cross  Blue  Shield  of  Maryland 
5^  Aetna  - DuPont  and  other  companies 
Workers’  Compensation 
Most  commercial  insurance  companies 

We  will  also  work  with  patients  to  arrange  payment 
in  special  cases. 

Christiana  Imaging  Center  offers  comprehensive 
imaging  services,  unsurpassed  patient  care  and  a 
skilled  staff  of  technicians  and  radiologists  un- 
matched in  their  expertise.  To  schedule  a patient, 
call  731-9800. 


Christiana  imaging  Center 

A Division  of  MCD  Holding  Company 


EXCELLENCE  IN  IMAGING 

4751  Ogletowri'-Stanton  Road 
Newark,  DE  19713 


PRESIDENT’S  PAGE 


Delaware  Legislative  Update  — VIP  to  Sunset 


The  first  session  of  the  138th  General 
Assembly  of  the  Delaware  Legislature  closed 
June  30  with  much  fanfare  and  numerous 
articles  in  the  local  papers.  The  session  was 
hailed  by  many,  including  the  governor,  as 
being  a great  success.  Welfare  reform,  tax  cuts, 
school  choice  and  charter  school  bills  were  all 
passed  and  sent  to  Governor  Carper  for  his 
signature.  However,  the  various  bills  which 
the  Medical  Society  has  been  involved  with  this 
session  have  not  fared  as  well.  The  hard  work 
of  the  Delaware  Healthcare  Commission’s 
report  on  medical  malpractice  cost  contain- 
ment has  been  laid  aside  by  some  of  the  more 
pressing  matters  noted  above.  This  summer’s 
break  will  give  us  the  opportunity  to  regroup 
and  plan  ahead  for  next  session. 

I would  like  to  recap  some  of  the  more 
important  bills  in  which  the  MSD  has  an 
interest.  As  you  are  all  aware,  the  Voluntary 
Initiative  Program  (VIP)  has  been  an 
overwhelming  success.  In  March  of  1993,  MSD 
in  a joint  effort  with  the  Delaware  Healthcare 
Commission  launched  a referral  service  for 
Medicaid  patients  who  were  unable  to  find 
primary  care  and  specialty  physicians  to  care 
for  them.  Since  that  date,  the  VIP  has  referred 
over  3,600  Medicaid  patients  to  physicians  who 
have  agreed  to  treat  them  on  an  ongoing  basis, 
to  become  their  medical  ‘home.”  In  addition, 
the  Claymont  Health  Clinic,  staffed  by 
volunteer  active  and  retired  physicians,  has 
provided  free  care  to  nearly  6,000  patients. 
Later  this  year,  the  state’s  Medicaid  patients 
will  be  switched  over  to  various  managed  care 
organizations  as  part  of  the  Medicaid  waiver 
approved  by  the  federal  government.  At  that 
time,  over  a three-month  transition  period  this 
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fall,  almost  all  Medicaid  patients  will  have  a 
primary  care  physician.  Because  of  this,  the 
VTP  referral  system  will  no  longer  have  a 
mission  or  purpose  to  continue. 

When  MSD  established  this  program. 
Governor  Castle  agreed  to  and  encouraged 
MSD  to  move  VIP  into  its  second  phase 
(uninsured  indigent  patients)  as  soon  as 
immunity  legislation  could  be  enacted.  Over 
the  several  years  since  then,  this  piece  of 
legislation  has  never  made  it  out  of  committee. 
This  session,  however,  HB  124  was  endorsed 
by  the  Delaware  Health  Care  Commission. 
Through  testimony  by  various  Delaware 
Health  Care  Commission  members  and  MSD 
members,  HB  124  was  voted  out  of  committee. 

At  present,  HB  124  is  on  the  table,  to  be 
brought  before  the  house  next  Jemuary.  This 
bill’s  aim  is  to  allow  physicians  to  provide  free 
medical  care  to  indigent  patients  in  return  for 
immunity  from  simple  medical  negligence. 
Gross  or  willful  and  wanton  medical  negli- 
gence would  still  be  compensated  for  through 
the  legal  system.  Indigent  patients,  as  certified 
by  the  Department  of  Health  and  Social 
Services,  could,  if  they  wish,  be  referred 
through  a nonprofit  organization  such  as  VIP, 
to  willing  physicians  who  would  treat  them  for 
free.  MSD  believes  this  would  encourage  more 
cost-effective,  office-based  medical  care  while 
lessening  the  burden  and  expense  of  emer- 
gency room  visits,  and  provide  comprehensive 
primary  care  to  a group  of  patients  who  now 
are  not  being  treated.  Until  the  state  and 
federal  governments  take  the  initiative  to 
provide  a means  for  all  patients  to  be  covered, 
these  types  of  volunteer  programs  can  provide 
an  alternative  to  ERs  or  worse,  no  medical  care. 
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Another  important  bill  is  HB  321, 
“Fairness  and  Choice  Under  Qualified  Health 
Benefit  Plans.”  This  bill  and  a companion 
utilization  review  bill  would  set  standards  to 
ensure  that  patients  are  provided  with 
adequate  information  to  make  informed 
choices  regarding  the  health  plan  they  choose; 
that  patients  are  offered  a choice  among 
various  coverage  options,  including  a point-of- 
service  option;  and  that  health  benefit  plans 
are  fair  and  objective  when  selecting  and 
terminating  physicians  and  other  health  care 
providers.  This  bill  is  a variation  of  the  Patient 
Protection  Act  II,  which  the  AMA  is 
introducing  at  the  federal  level  later  this  year. 
We  all  know  of  the  horror  stories  that  we  and 
our  patients  are  put  through  at  times  by  these 
types  of  plans,  which  currently  are  not 
regulated  by  the  state.  This  bill  provides  some 
fairness  in  the  way  patients  and  physicians  are 
handled  by  managed  care,  while  preserving 
the  managed  care  company’s  ability  to  be 
competitive. 

Several  other  bills  of  interest  have  been 
debated  in  committee  and  at  public  hearings 
and  will  be  brought  to  the  floor  in  January.  HB 
259,  an  act  to  regulate  the  prescriptive 
practices  of  optometrists  under  the  Board  of 
Medical  Practice,  is  in  the  Labor  Committee. 
This  bill  would  bring  the  optometrists  in  line 
with  the  APNs  and  PAs,  the  other  two  groups 
of  limited  practitioners  that  are  currently 
under  the  BMP. 

The  advance  health-care  directives  bill,  SB 
72,  is  also  supported  by  MSB.  An  important 
provision  in  this  bill  adds  a surrogate  provision 
to  allow  the  treating  physician  to  have  one 
family  member  act  in  the  best  interests  of  a 
patient  who  is  otherwise  unable  to  make 
decisions  due  to  his  or  her  condition. 

Two  bills  which  do  not  have  numbers  as  yet 
are  a parity  bill  to  bring  psychiatric  services  on 
par  with  medical  services  and  the  cap  on 
noneconomic  damages.  The  $250,000  cap  was 
the  one  other  recommendation  of  the  DHCC, 
along  with  the  VIP  immunity  bill.  So  far,  the 
DHCC  has  not  found  a sponsor  for  this  bill. 

While  I am  somewhat  disappointed  that 
some  of  these  bills  have  not  yet  made  it  to  the 
floor  of  the  legislature,  we  can  feel  good  that 
they  are  moving  along.  The  whole  legislative 


process  is  foreign  to  the  way  in  which  we 
practice  medicine. 

Over  the  next  few  months,  we  must 
educate  our  representatives  and  senators 
about  the  merits  of  these  and  other  bills 
important  to  the  physicians  and  patients  of 
Delaware.  There  are  lobbyists  out  there  who 
are  more  highly  visible,  more  heavily  financed 
than  MSD.  We  must  personally  take  the 
initiative  to  contact  our  legislators  and  let 
them  know  how  important  these  issues  are.  If 
we  are  unable  to  bring  enough  votes  out  on  the 
VIP  bill,  then  a very  worthwhile  program  will 
sunset  this  next  January.  Our  goal  to  bring 
morfe  free  care  to  the  needy  should  not  fail  due 
to  our  not  trying  hard.  Those  of  our  members 
who  find  it  difficult  to  personally  help  with  this 
are  encouraged  to  send  a contribution  to  our 
lobbying  group,  DELPAC. 

The  MSD  leadership  has  continued  to  meet 
with  those  of  our  surrounding  states  to  find  out 
more  about  how  they  are  handling  managed 
care  problems.  The  Long-Range  Planning 
Committee  looks  forward  to  making  some 
recommendations  to  the  Board  of  Trustees  this  fall 
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Failure  of  Radiation  Therapy 
in  Stage  I and  II  Glottic  Squamous  Cell  Carcinoma 

Robert  L.  Witt  MD 


Abstract 

Radiation  therapy  is  frequently  employed  for 
Stage  I and  II  lesions  of  the  glottis.  This  study 
of  the  clinical  course  of  patients  with  such 
cancers  of  the  glottis  was  undertziken  in  an 
attempt  to  determine  the  period  of  greatest 
risk  for  recurrence  and  the  most  common 
location  of  recurrence,  which  can  have 
treatment  implications. 

Materials  and  Methods 

In  this  retrospective,  single-institution  study, 
the  charts  of  93  patients  with  Stage  I and  II 
glottic  cancer  were  reviewed.  Fifteen  patients 
were  found  to  have  recurrent  disease.  The 
number  of  Stage  I and  Stage  II  lesions  were 
similar  (eight  and  seven,  respectively),  as  were 
the  histology  of  the  tumors  and  the  age,  sex, 
and  race  of  the  patients  in  each  group. 

Results 

Death  from  cancer  and  incidence  of  Ijnmph 
node  metastases  were  significantly  greater  in 
the  patients  with  recurrent  Stage  II  lesions 
than  in  those  with  recurrent  Stage  I lesions. 
Length  of  survival  was  significantly  less  for 
those  with  Stage  II  lesions.  First  and  second 
recurrences  of  Stage  II  lesions  were  located  at 
more  distant  sites  than  those  of  Stage  I lesions. 
On  average,  patients  with  Stage  II  lesions 
received  more  radiation  therapy  than  those 
with  Stage  I lesions. 

Dr.  Witt  is  a physician  in  the  Division  of  Otolaryngologic 
Surgery,  the  Medical  Center  of  Delaware,  Wilmington, 
Delaware. 
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Conclusion 

Recurrent  Stage  II  glottic  cancer  is  an  ominous 
event  and  must  be  treated  and  followed 
aggressively,  with  close  clinical  evaluation 
during  the  first  18  months  after  radiation 
therapy. 

The  study  of  failure  of  radiation  therapy  in 
laryngeal  carcinoma  may  suggest  circum- 
stances in  which  radiation  therapy  may  not  be 
optimal  management.  It  may  also  predict  the 
period  of  greatest  risk  for  recurrence  and  the 
location  of  recurrence.  Earlier  detection  may 
allow  higher  overall  survival  rates. 

The  discovery  of  x-rays  by  Wilhelm 
Roentgen  and  radium  by  Marie  Curie  in  the 
late  nineteenth  century  led  to  the  use  of 
radiotherapy  in  cancer  of  the  larynx  and 
hypopharynx.  In  1932,  Coutard  reported  the 
first  cures  of  cancer  of  the  larynx  using  small 
amounts  of  daily  radiation.^  He  also  observed 
that  smaller  malignancies  had  a higher  cure 
rate.  Megavoltage  radiation  and  linear 
accelerators,  initiated  two  decades  later, 
spared  the  skin  and  allowed  radiation  to  reach 
deep  laryngeal  and  pharyngeal  tumors  by 
preventing  its  being  absorbed  significantly  by 
adjacent  bone.  Laryngeal  tumors  are  difficult 
to  treat  because  of  their  proximity  to  the  spinal 
cord,  which  will  not  tolerate  the  high  doses  of 
radiation  needed  to  eradicate  tumors. 

Stage  I and  II  laryngeal  carcinoma  can  be 
managed  by  partial  laryngectomy  or  radiation 
therapy.  Because  of  a lower  complication  rate 
and  better  vocal  quality  with  comparable  cure 
rates,^  radiation  therapy  is  used  in  many 
centers  for  treatment  of  most  such  lesions. 
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Surgical  salvage  increases  cure  rates  after 
failure  of  radiation  therapy. 

Radiotherapy  achieves  tumor  eradication 
and  preservation  of  the  larynx  in  85  percent  to 
90  percent  of  Stage  I lesions.^  In  Stage  II 
lesions,  the  reported  overall  cure  rates  range 
from  70  percent  to  80  percent.'*®  Drawbacks  of 
radiation  therapy  include  difficulty  in  deter- 
mining the  depth  of  invasion  and  difficulty  in 
follow-up  when  recurrent  disease  may  be 
submucosal  and  obscured  by  edema.  The 
length  of  therapy  (six  to  seven  weeks)  is  also  a 
consideration. 

This  retrospective,  single-institution  study 
is  unique  in  that  it  compares  the  pattern  of 
radiation  failure  in  Stage  I and  Stage  II  glottic 
carcinoma. 

Materials  and  Methods 

For  the  years  1980  to  1992,  the  Tumor  Registry 
of  the  State  of  Delaware  was  able  to  identify  93 
previously  untreated  patients  with  Stage  I or  II 
glottic  squamous  cell  carcinoma  who  had 
received  radiation  therapy  at  a single 
institution,  the  Medical  Center  of  Delaware. 
The  charts  of  these  patients  were  reviewed. 
Fifteen  patients  (16  percent)  were  found  to 
have  developed  recurrent  disease(84  percent 
cure  rate).  Eight  originally  had  Stage  I glottic 
lesions,  and  seven  originally  had  Stage  II 
glottic  lesions  (American  Joint  Commission  on 
Cancer,  TNM  classification  staging  system). 

All  eight  patients  with  recurrent  Stage  I 
glottic  lesions  were  male.  Of  the  seven  patients 
with  recurrent  Stage  II  glottic  carcinoma,  five 
were  male  and  two  were  female.  The  ages  of 
these  15  patients  ranged  from  47  to  81  years, 
with  the  average  age  being  62  years  in  patients 
with  Stage  I lesions  and  63  years  in  patients 
with  Stage  II  lesions.  Performance  status  was 
not  always  recorded  but  appeared  to  be  fair  to 
good  in  the  majority  of  patients  in  both  groups. 
Most  of  the  patients  in  both  groups  had  a 
history  of  smoking.  All  patients  were  staged 
clinically,  and  most  were  also  staged  radio- 
graphically. Direct  endoscopic  evaluation  with 
biopsy  was  performed  prior  to  referral  to  the 
radiation  center.  Patients  were  evaluated  by  a 
surgeon  and  a radiotherapist.  American  Joint 
Commission  on  Cancer  criteria  were  used  for 
staging,  with  Stage  I lesions  (T,NoM(,)  defined 
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as  true  vocal  cord  lesions  with  normal  mobility 
extending  up  to  5 mm  subglottically  and  Stage 
II  lesions  (T^N^M^)  defined  as  extending  from 
the  vocal  cords  to  the  supraglottis  or  subglottis 
without  fixation. 

Patients  received  between  5900  and  6600 
rads  of  therapy.  Patients  with  Stage  I lesions 
received  an  average  of  6130  rads,  and  those 
with  Stage  II  lesions  received  an  average  of 
6460  rads.  Most  patients  with  recurrent  Stage 
I and  II  glottic  carcinoma  were  treated  with 
surgical  salvage  consisting  of  total 
laryngectomy. 

Results 

The  age,  sex,  and  race  of  the  patients  with 
recurrent  Stage  I and  Stage  II  glottic 
carcinoma  were  similar  (Table  1).  On  histologic 
examination,  all  of  the  lesions  were  found  to  be 
squamous  cell  carcinomas.  Length  of  survival 
after  failure  of  radiation  therapy  was 
significantly  less  for  patients  with  recurrent 
Stage  II  disease  than  for  those  with  recurrent 
Stage  I disease  (p  = 0.0237)  (Table  1,  Figure  1). 
The  stage  of  recurrent  disease  was  more 
advanced  (Stage  III  and  IV)  in  Stage  II  patients 
than  in  Stage  I patients.  The  incidence  of 
lymph  node  metastases  was  significantly 
higher  in  Stage  II  patients  (p  = 0.038).  The 
average  time  to  recurrence  was  less  in  Stage  II 
patients  than  in  Stage  I patients  (Table  1, 
Figure  2).  Death  from  cancer  was  significantly 
greater  in  Stage  II  patients  than  in  Stage  I 
patients  (p  = 0.018).  Recurrences  in  Stage  II 
patients  involved  more  distant  sites  than 
recurrences  in  Stage  I patients.  The  average 
amount  of  radiation  therapy  was  greater  for 
Stage  II  patients  (6460  rads)  than  for  Stage  I 
patients  (6130  rads). 

Discussion 

This  study  is  a unique,  retrospective,  single- 
institution review  of  radiation  failure  patterns 
comparing  Stage  I and  Stage  II  glottic  lesions. 
If  the  clinical  course  of  patients  with  cancer  of 
the  larynx  is  understood,  the  period  of  greatest 
risk  of  recurrence  can  be  predicted.  Salvage 
therapy  can  be  more  successful  with  earlier 
detection.  The  location  of  failure  is  equally 
important. 
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Stage  I 

Glottic  Carcinoma 

(n  = 8) 

Stage  II 

Glottic  Carcinoma 

(n  = 7) 

Average  age 

62  years 

63  years 

Sex 

8 males 

5 males 

0 females 

2 females 

Race 

6 white 

6 white 

2 black 

1 black 

Histology 

8 see 

7 see 

Average  survival 

after  radiation  therapy 

7.8  years 

2.6  years 

Stage  of  recurrence 

Stage  1-3 

Stage  I - 1 

Stage  II  - 2 

Stage  II  - 0 

Stage  III  - 0 

Stage  III  - 1 

Stage  IV  - 3 

Stage  IV  - 5 

Lymph  node  metastasis 

0 

3 

Average  time  to  recurrence 

4.2  years 

1.3  years 

Death  from  cancer 

2 

6 

Average  amount  of 

radiation  therapy 

6130  rads 

6460  rads 

First  recurrence  site 

Local  - 8 

Local  - 2 
Regional  - 3 
Distant  - 2 

Second  recurrence  site 

None  - 6 

None  - 1 

see  = squamous  cell  carcinoma 

Regional  - 2 

Local  - 1 
Regional  - 1 
Distant  - 4 

Table  1.  Patient  Data  and  Results 
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Because  the  incidence  of  lymphatic 
metastasis  is  low  with  early  glottic  carcinoma, 
it  is  thought  to  be  necessary  to  radiate  only  the 
larynx  and  not  the  neck.  Laryngeal  cancer 
spreads  along  the  length  of  the  vocal  ligament, 
and  the  anterior  commissure  serves  as  a 
potential  pathway  for  spread  of  the  tumor. 
Anterior  commissure  and  subglottic  extension 
in  Stage  II  lesions  has  been  identified  as  a poor 
prognostic  sign.  Cure  rates  for  anterior 
commissure  tumors  are  slightly  lower  after 
radiation  therapy  but  are  not  significantly 
different  from  surgical  results  with  partial 
laryngectomy.®  lesions  with  normal  cord 
mobility  suggest  invasion  in  the  submucosal 
area  (Tg^).  Intrinsic  muscle  invasion  results  in 
impaired  mobility  (T2b).  Although  staging  is  the 
same  (Stage  II)  for  both,  impaired  mobility  has 
been  reported  to  be  associated  with  worse 
survival  statistics.®’^  Surgical  therapy  for 
lesions  produces  a survival  rate  comparable  to 
that  with  radiation  therapy.®’® 

Unfortunately,  no  improvement  in  sur- 
vival has  been  observed  by  increasing 
radiation  doses  beyond  the  therapeutic  range 
usually  employed  for  cancel*  of  the  glottis  (5000 
to  7000  rads).*®  Beyond  six  months  after 
radiation  therapy,  persistent  hoarseness  and 
edema  have  been  associated  with  recurrent 
cancer. 

The  two  most  important  prognostic  factors 
for  radiation  therapy  are  tumor  size  and 


Figure  1.  Survival  curve  in  patients  with  recurrent  Stage 
I and  II  glottic  squamous  cell  carcinoma. 
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location.  The  incidence  of  tumor  persistence 
after  a full  course  of  radiation  therapy  is 
greater  with  large  tumors  than  with  small 
ones. 

In  this  study,  the  average  time  to 
recurrence  for  Stage  II  tumors  was  1.3  years, 
which  suggests  that  in  this  group  of  patients, 
follow-up  should  be  on  a monthly  basis  for  the 
first  18  months  after  radiation  therapy. 

Local  recurrence  in  the  laiynx  is  reported 
to  be  the  most  common  type  of  recurrence  after 
radiation  therapy  for  early  glottic  cancer.  In 
this  study,  first  recurrence  of  all  Stage  I tumors 
was  local.  Among  the  seven  Stage  II  tumors, 
there  were  two  local,  three  regional,  and  two 
distant  recurrences.  The  three  regional 
recurrences  included  lymph  node  metastases. 
Recurrent  Stage  II  tumors  without  distant 
metastases  should  be  treated  with  salvage 
surgery,  which,  in  most  cases,  should  include 
laryngectomy,  plus  either  radiation  to  the  neck 
or  radical  neck  dissection.  The  two  cases  of 
distant  metastases  suggest  a possible  role  for 
systemic  therapy,  and  a protocol  of  chemo- 
therapy should  be  tested. 

Viani  et  al  suggest  that  60  percent  of 
patients  with  glottic  cancer  in  whom  radiation 
therapy  was  unsuccessful  had  transglottic 
recurrences.**  These  investigators  recom- 
mended that  partial  laryngectomy  not  be 
performed  after  radiation  therapy  because  the 
tumor  may  not  be  entirely  resected.  Given  the 


Figure  2.  Time  to  recurrence  in  patients  with  Stage  I eind 
II  glottic  squamous  cell  carcinoma. 
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number  of  cervical  lymph  node  metastases  and 
distant  metastases  in  patients  in  this  study 
with  Stage  II  glottic  carcinoma  in  whom 
radiation  failed,  a cautious  role  for  salvage 
partial  laryngectomy  is  suggested.  This 
contrasts  with  the  recommendation  of  other 
investigators,^  who  have  found  few  neck 
metastases  in  cases  of  radiation  failure  in 
glottic  lesions. 

Stage  II  radiation  failure  patients  in  this 
study  had  a significantly  higher  incidence  of 
lymph  node  metastasis  and  subsequent  death 
from  cancer  compared  with  Stage  I patients  (p 
< 0.05).  In  addition,  the  stage  of  recurrence  of 
Stage  II  glottic  lesions  in  which  radiation  had 
been  unsuccessful  was  more  advanced  than 
that  of  Stage  I lesions.  These  findings  are 
consistent  with  those  of  other  investigators,” 
who  have  reported  that  the  most  common 
cause  of  death  following  recurrence  of  glottic 
cancer  is  lymph  node  metastasis,  followed  by 
recurrence  at  the  stomal  site.  This  same  report 
has  corroborated  the  correlation  of  poor 
survival  with  stage  of  recurrent  disease.  The 
difficulty  in  examining  the  radiated  neck, 
coupled  with  a high  incidence  of  lymph  node 
metastasis  and  advanced  stage  of  recurrent 
Stage  II  glottic  cancers  suggests  that  computed 
tomography  (CT)  should  be  used  for  follow-up 
of  this  high-risk  group. 

Early  recurrence  has  been  reported  to  have 
a poor  impact  on  survival,  reinforcing  the  long- 
established  practice  of  short  follow-up  time 
initially,  with  increased  follow-up  intervals  as 
time  after  treatment  lengthens.”  Time  to 
recurrence  in  Stage  II  glottic  cancers  in  this 
study  indicates  the  necessity  for  close  monthly 
follow-up,  particularly  during  the  first  18 
months  after  radiation  therapy. 

There  are  other  possibilities  for  radiation 
failure  that  warrant  discussion.  Radiation 
failure  may  be  a consequence  of  imderstaging, 
which  has  been  reported  to  be  as  high  as  29 
percent. Evaluation  of  early  glottic  cancer 
should  therefore  include  a CT  scan  prior  to 
therapy  to  exclude  occult  neck  disease  or  more 
invasive  local  disease,  which  would  suggest 
more  advanced  disease  at  the  initial  staging. 
Certain  “Tj  and  Tg”  lesions  (if  they  are 
understaged)  may  be  undertreated  by  using 
radiation  therapy  alone,  when  combination 
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therapy  may  be  more  appropriate. 

The  available  evidence  suggests  that 
histology  per  se  is  not  a major  determinant  of 
radiocurability.”  Other  less  likely  causes  of 
radiation  failure  include  tumor  cell  regenera- 
tion during  a conventional  course  of  radiation 
therapy.  The  median  tumor  volume  doubling 
time  is  about  two  months, whereas  radiation 
therapy  lasts  six  to  seven  weeks.  For  this 
reason,  interruptions  in  radiation  therapy  are 
not  recommended. 

A hypoxic,  poorly  vascularized  environ- 
ment has  been  considered  a significant  cause  of 
treatment  failure.  In  addition,  the  rapid  rate  of 
proliferation  of  tumor  cells  surviving  unsuc- 
cessful radiotherapy  is  attested  to  by  the  fact 
that  the  great  majority  of  failures  in  head  and 
neck  cancer  are  manifested  within  two  years  of 
therapy,  regardless  of  the  tumor  growth  rate. 
Again,  this  suggests  the  empiric  approach  of 
shorter  follow-up  intervals  closer  to  the 
completion  of  treatment. 

Intrinsic  cellular  radiosensitivity  and/or 
repair  capability  of  tumor  cells  is  a major  cause 
of  treatment  failures.  The  number  of  clonogenic 
cells  in  a tumor  would  affect  the  probability  of 
control. 

Geographic  miss  or  inadvertent 
underdosage  will  certainly  contribute  to  a high 
level  of  tumor  recurrence.  This  underscores 
the  need  for  experienced  clinical  and  radiologic 
evaluation  prior  to  treatment  and  the 
importance  of  management  of  the  tumors  at  a 
center  with  a large  volume  of  head  and  neck 
cancers.  Failure  of  radiation  therapy  also  may 
result  from  the  development  of  a second 
primary  tumor  within  or  adjacent  to  a 
previously  treated  area.  Panendoscopy  is 
therefore  emphasized  as  part  of  the  pretreat- 
ment evaluation. 

Aneuploidy  has  also  been  reported  to  be 
highly  predictive  of  relapse  following  radio- 
therapy.” 

This  study  suggests  that  management  of 
recurrent  Stage  II  glottic  lesions  should  be 
aggressive.  The  available  evidence,  however, 
does  not  point  to  any  patient-,  tumor-,  or 
treatment-related  variables  that  would  sug- 
gest prognosis  prior  to  radiation  therapy,^® 
Radiation  therapy  is  still  recommended  as  a 
reasonable  therapeutic  option  for  Stage  I sind 
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II  glottic  lesions.  Elective  neck  dissection  prior 
to  recurrence  is  not  recommended. 

Conclusions 

Recurrent  Stage  II  glottic  carcinoma  is  an 
ominous  event  marked  by  a significantly 
higher  incidence  of  lymph  node  metastasis  and 
a significantly  higher  mortality  rate  compared 
with  recurrent  Stage  I glottic  carcinoma.  In 
addition,  the  length  of  survival  was  signifi- 
cantly less  for  patients  with  recurrent  Stage  II 
glottic  carcinomas.  Furthermore,  first  and 
second  recurrences  for  Stage  II  glottic  lesions 
involved  more  distant  metastatic  sites  com- 
pared with  those  for  Stage  I lesions.  Stage  II 
glottic  cancer  requires  particularly  close 
clinical  evaluation  and  follow-up  during  the 
first  18  months  after  radiation  therapy.  CT 
scans  of  the  larynx  and  neck  should  be 
obtained  both  before  and  after  radiation 
therapy  for  these  lesions.  Management  of 
recurrent  glottic  lesions  requires  aggressive 
therapy.  In  most  patients,  specifically  those 
with  Stage  II  recurrence,  salvage  laryngectomy 
and  radiation  to  the  neck  and/or  radical  neck 
dissection  are  necessaiy.  Recurrent  Stage  I 
glottic  lesions  have  a better  prognosis  with 
salvage  therapy.  Most  recurrences  are  local, 
and  most  patients  will  survive  with  salvage 
laryngectomy. 
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Managed  Care:  Evolution  and  Involution 


Robert  L.  Meckelnburg  MD,  FACNP 


To  no  one’s  surprise,  health  care  reform  has 
unleashed  a frenzy  of  activity  in  managerial 
circles.  This  has  led  to  numerous  mergers, 
consolidations,  alliances,  PHOs,  HPOs,  prac- 
tice acquisitions  and  the  like.  The  basis  of  all 
this  activity  is  predicated  upon  the  concept 
that  in  the  future  all  the  funds  for  the  provision 
of  services  will  go  to  networks  and  systems  and 
not  directly  to  the  providers. 

Certain  states,  such  as  Washington  and 
Minnesota,  have  legislated  the  use  of  a 
managed  care  framework  for  the  provision  of 
all  care  within  their  state  boundaries.  This 
preempted  the  proposition  that  such  would 
become  the  mandate  from  the  federal 
government. 

In  retrospect,  it  is  of  interest  that  we  had  a 
national  policy  put  forth  for  managed  care, 
structured  by  people  who  obviously  did  not  like 
managed  care  and  were  deathly  afraid  of  it. 
This  plan  presupposed  a fundamental  mistrust 
of  insurers  and  developed  an  extremely 
complicated  and  convoluted  scaffolding  for  the 
supposed  protection  of  patients  and  providers 
under  the  system.  This  was  directly  meant  to 
prevent  managed  care  players  from  gaming 
the  system.  When  Washington  was  thinking 
about  managed  care  it  did  not  think  about 
Kaiser  and  Group  Health,  it  thought  about 
Humana  and  Aetna  as  the  major  purveyors  in 
this  scheme. 

The  current,  frantic  restructuring  of 
health  care  services  is  being  assumed  as  if 
managed  care  policy  is  the  standard  under 
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which  all  will  be  operated.  What  may  not  be 
appreciated  in  the  search  for  this  elusive 
integrated  health  care  system  is  that  it  may 
actually  be  more  difficult  for  hospitals  and 
physicians  to  operate  successfully  together 
under  capitation. 

What  is  the  purpose  of  developing  an 
integrated  system?  Basically  it  is  to  provide  the 
capability  of  supplying  all  the  services  needed 
by  a requisite  population  for  a single  sum  of 
money  per  year.  The  underpinning  of  this 
premise,  of  course,  is  that  if  all  the  pieces  of  the 
system  needed  to  provide  the  total  care  of  the 
population  are  governed  under  one  entity,  then 
the  ability  to  provide  these  services  quickly  and 
efficiently  will  be  forthcoming. 

Where  did  the  idea  of  integration  of  health 
systems  come  from?  The  most  prominent  and 
authoritative  writings  on  the  integration  of 
business  probably  emanates  from  the  Harvard 
School  of  Business  under  the  penmanship  of 
Alfred  du  Pont  Chandler.  It  is  his  writings  in 
the  1950s,  1960s  and  1970s  that  detailed  how 
successful  manufacturing  firms  consolidated 
their  positions,  integrated  their  activities,  and, 
in  essence,  because  of  their  superior  position, 
overwhelmed  their  opposition.  These  compa- 
nies used  horizontal  and  vertical  integration 
with  an  organizational  realignment  to  domi- 
nate the  activities  in  their  particular  fields. 
Companies  like  DuPont,  Standard  Oil,  Sears, 
and  Allied  Signal  all  followed  a common 
pattern:  acquisition  of  competing  firms, 

integration  of  suppliers  and  distributors,  and 
incorporation  of  the  middle  men  and  their 
profits. 

Some  of  the  large  firms  like  General  Motors 
and  General  Electric  even  integrated  finance 
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into  their  systems  so  that  their  products  could 
be  made  more  available  to  the  general  public. 
By  coordinating  the  production  and  marketing 
of  their  goods,  these  large  integrated  firms 
could  crush  any  less-integrated  opponent  with 
cost  and  service  advantages. 

By  the  late  1970s  it  was  obvious  that  the 
same  pattern  that  Chandler  talked  about  in 
retailing  and  manufacturing  was  starting  to 
establish  itself  in  the  health  care  industry. 
Investor-owned  corporations  were  acquiring 
large  numbers  of  free-standing  hospitals, 
physician  practices,  and  ancillary  medical 
services.  Independent  groups,  like  the  Kaisers, 
developed  integrated  financing  and  delivery  of 
health  services  to  their  selected  population. 
Visionary  leaders  such  as  Dr.  James  Campbell, 
who  built  Rush  Presbyterian  Medical  Center 
in  Chicago  in  the  early  1970s,  had  assembled 
most  of  the  pieces  of  a vertically  integrated 
health  care  system.  He  had  an  academic  health 
center,  a regional  network  of  community 
hospitals,  a staff  model  pre-paid  health  plan 
called  Anchor  and  an  inner  city  community 
health  network  called  Mile  Square  taking  care 
of  the  unfimded  population.  Campbell  literally 
took  away  half  of  the  referral  base  for  the 
University  of  Chicago  with  his  vertically 
integrated  system. 

In  the  past  15  years  we  have  seen  multiple 
new  ways  of  integration  in  health  care  systems 
throughout  the  United  States,  including  major 
acquisitions,  consolidations,  and  corporate 
reorganizations.  This  recasting  of  health  care 
organizations  has  become  a billion  dollar 
business  for  health  care  attorneys  and 
consultants.  This  business  has  expanded 
explosively  in  the  past  two  to  three  years  in 
anticipation  of  health  care  reform. 

It  is  now  fair  to  ask  after  almost  20  years  of 
health  care  reorganization  how  valid  Chemdler’s 
paradigm  for  the  procurement  and  delivery  of 
health  services  is.  If  the  health  care  system 
were  dominated  by  a few  totally  vertically 
integrated  systems,  would  these  large  indus- 
trial-style systems  be  a valid  picture  for  our 
future? 

It  is  amazing  how  little  hard  evidence  can 
be  found  to  show  any  increased  efficiency,  or  in 
particular,  any  cost  savings  to  anyone;  payers. 
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providers  or  patients,  except  for  the  reduction 
in  rate  increases  in  the  past  two  years.  For 
most  HMDs,  a large  part  of  this,  I suspect,  was 
corporate  sacrifice  as  a result  of  competition  for 
market  share. 

Steven  Shortell  spent  a good  portion  of  the 
last  two  decades  studying  health  care  systems. 
He  summarized  much  of  his  research  in  an 
article  in  the  late  1980s  with  the  telling  title 
“Multi-Hospital  Systems  — Unfulfilled  Prom- 
ises and  Self-Fulfilling  Prophecies.”  Shortell 
concluded  that  the  belief  in  the  inevitability  of 
systems,  not  hard,  measurable  economic 
advantage,  was  what  propelled  the  develop- 
ment of  these  systems.  Shortell  wrote  in  that 
article  that  there  is  little  to  support  the  belief  in 
the  superior  performance  or  economic  advan- 
tage of  integrated  hospital  systems  as 
compared  to  their  less  integrated  counterparts. 

The  health  care  development  in  the  1970s 
and  1980s  was  certainly  not  market  driven,  nor 
was  it  driven  by  the  concern  of  health  providers 
or  payers  or  the  demands  of  patients.  It  was 
driven  by  the  belief  of  hospital  boards  and 
managers,  stoked  by  consultants,  that  the  only 
survivors  in  the  health  care  milieu  would  be  a 
handful  of  large,  vertically  integrated  systems. 

To  date  there  is  little  evidence  for  the 
advantage  of  such  economies  of  scale  or  of 
coordination  in  the  delivery  of  health  care. 
Larger  organizations  have  not  been  able  to 
produce  superior  health  care  or  at  demonstra- 
bly lower  price  than  their  less  organized  and 
less  integrated  competitors.  In  fact,  larger 
integrated  programs  have  displayed  dis- 
economies both  of  scale  and  coordination. 
These  larger  integrated  programs  have  been 
characterized  by  more  management  layers, 
higher  paid  executives,  greater  dependence 
upon  expensive  external  advisors  and  slower 
decision  making.  They  also  have  systemic 
problems  relating  to  their  relationships  with 
the  health  professionals  which  have  the  closest 
contact  with  their  patients  and  the  community. 

This  latter  problem  is  most  critical  because 
the  gulf  between  administrative  types  and 
professionals  actually  widened  between  the 
1980s  and  the  early  1990s.  System  executives 
perceived  they  would  be  less  dependent  upon 
professional  backing  and  thus  expended  little 
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energy  in  the  organizational  restructuring 
that  they  were  going  through  to  ensure  that  it 
was  meaningful  to  all  the  stakeholders.  It  was 
the  professional  stakeholders  who  had  the 
closest  association  with  the  patients  and  the 
public  at  large  and  who  represented  the 
individuals  who  actually  got  blood  on  their 
coats.  The  results  of  this  gulf  and  the  mistrust 
that  it  has  engendered  has  created  a dangerous 
and  explosive  milieu. 

The  central  question  in  managed  care  and 
the  delivery  of  health  services  is  how  is  value 
created?  Having  a large  asset  base,  owning  a 
lot  of  facilities  or  medical-related  activities  smd 
employing  a lot  of  physicians  does  not 
necessarily  lead  to  the  creation  of  value.  What 
many  health  care  executives  seem  to  be 
seeking  in  this  health  care  movement  is  not  to 
create  a more  rational  health  care  delivery 
system  or  to  improve  the  health  status  of  their 
communities,  but  to  maximize  the  use  of  their 
existing  under-employed  assets. 

Contemporary  strategies  of  developing 
physician  hospital  organizations  or  purchasing 
physician  practices  is  nothing  more  than 
extremely  risky  and  expensive  efforts  to  prop 
up  excess  capacity  and  fix  costs  by  buying 
utilization  and  market  share  wholesale.  In  this 
scenario,  the  hospital  system  and  its  empty 
beds  and  underutilized  MR  systems  remains 
firmly  imbedded  at  the  center  of  the  health 
care  system.  The  continuum  of  care  continues 
to  pass  through  the  center  of  the  hospital. 
Hospital  executives  have  sought  to  develop 
their  own  system  of  integration  by  welding  the 
other  pieces  of  the  health  care  delivery  system 
onto  the  hospital  mainframe.  In  the  American 
Hospital  Association’s  vision  of  the  integrated 
health  care  system  there  would  be  a cartel  of 
local  hospitals  amalgamated  together  to  form 
the  core  of  the  health  delivery  system. 

If  you  examine  what  is  happening  in 
California,  you  realize  that  the  hospital  is  not 
the  center  of  the  health  delivery  organization. 
Where  the  center  of  California’s  health  system 
exists  probably  varies  from  site  to  site  because 
California  is  such  a large  and  diverse  state,  but 
it  is  clear  that  where  there  is  a center  of  the 
health  care  delivery  system,  it  resides  in  the 
physician  community,  not  in  the  hospital. 

Physician  groups  and  networks  span 


Del  Med  Jrl,  August  1995,  Vol  67  No  8 


metropolitan  areas  and  seem  to  be  the 
emerging  superstinicture  for  health  care 
delivery.  How  physicians  organize  is  going  to 
become  the  crucial  factor  of  how  and  where 
health  care  dollars  flow  in  the  coming  years. 

Whatever  the  eventual  structure,  it  is 
becoming  increasingly  clear  that  health  care 
dehveiy  will  be  focused  around  large  multi- 
specialty groups  capable  of  providing  compre- 
hensive services  for  large  groups  of  individuals. 
Many  of  the  hospital  systems  in  California 
realize  that  the  delivery  will  be  centered 
around  physician  groups.  Several  of  the  more 
progressive  of  these  have  already  refocused 
their  organizational  activities  around  such 
groups  and  their  capacity  as  deliverers.  These 
groups  have  tended  to  pattern  themselves  after 
the  Kaiser  Permanente  organization,  whose 
core  is  a group  of  multispecialty  physicians,  the 
Permanente  Medical  Group. 

How  wise  is  it  to  emulate  Kaiser?  Kaiser  is 
the  epitome  of  vertical  integration  in  health 
care.  It  owns  its  own  health  facilities  and 
employs  its  own  cadre  of  physicians  while 
providing  all  necessary  ancillary  services.  At 
$10  billion  in  annual  revenue,  Kaiser  is  the 
largest  HMO  in  the  United  States.  But  by  the 
early  1990s,  Kaiser  was  losing  market  share  all 
along  the  Pacific  coast.  It  has  been  losing 
enrollment  at  a 3 percent  annual  rate  over  the 
past  three  years  in  Southern  California.  It  is 
also  adding  fixed  cost  and  capacity  in  many  of 
its  regions;  part  of  a multibillion  dollar  catch- 
up building  program  which  is  certainly  going 
to  erode  its  cost  advantage  in  its  competition 
against  other  less  integrated  but  more  efficient 
and  leaner  organizations,  such  as  Pacific  Care, 
FHP,  and  Well  Point. 

These  plans  that  are  taking  market-share 
from  Kaiser  have  several  key  points  in 
common.  First  of  all,  they  do  not  own  hospitals, 
and  they  do  not  employ  doctors.  They  rely  upon 
relationships  with  physician  groups  to  provide 
medical  services  to  their  subscribers.  They  are 
extremely  aggressive  in  limiting  hospital 
utilization  and  for  paying  bottom  dollar 
whenever  they  have  to  use  hospital  services. 
Their  principal  assets  are  information  systems 
and  cash.  They  have  experimented  with  and 
have  extensive  experience  in  variable  methods 
of  paying  their  physicians  and  keeping  them 
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satisfied  and  productive,  whereas  Kaiser  is 
strapped  by  having  their  physicians  on  salary 
and  a variegated  bonus  system.  These  other 
programs  more  commonly  capitate  their 
physicians. 

Kaiser’s  problem  most  likely  is  that  it  is  too 
integrated.  The  bureaucracy  needed  to 
administer  this  huge  conglomerate  and 
controlling  a large,  capital-intensive,  vertically 
integrated  health  care  system  has  become  an 
active  impediment  in  Kaiser’s  capability  to 
meet  its  changing  environment.  Re-engineer- 
ing Kaiser  has  to  become  the  major  focus  of  this 
organization  if  it  is  to  avoid  becoming  the  IBM 
of  medical  care.  We  are  seeing  the  Kaiser 
organization  broken  down  into  smaller 
independent  groups  on  a federated  basis,  each 
having  a great  deal  more  autonomy  and 
providing  greater  flexibility  for  meeting  the 
local  medical  environment. 

The  core  flaw  in  the  integration  of  health 
care  is  probably  the  use  of  an  obsolete  19th 
centuiy  asset-based  model  of  integration.  The 
accumulation  of  assets  is  seen  in  itself  to  confer 
economic  advantage.  In  looking  for  the  new 
model,  the  biotechnology  industry  probably 
has  the  closest  framework  of  restructuring 
that  can  be  found  today.  When  we  look  at  this 
industry  we  do  not  see  a great  deal  of 
integration,  but  an  elaborate  web  of  corporate 
alliances,  licensing  agreements  and  marketing 
agreements  knitting  together  firms  which 
otherwise  compete  with  one  another. 

Instead  of  vertical  integration,  biotechnol- 
ogy firms  have  followed  a course  of  virtual 
integration.  Firms  like  Humana,  United 
Health  Care  and  Pacific  Health  Care  are 
virtually  integrated.  The  two  things  that  hold 
them  together  and  make  them  profitable  are  1) 
the  operating  system,  that  is  the  framework 
and  protocols  that  govern  how  patients  are 
cared  for  and  the  information  systems  that 
monitor  the  flow  of  patients  through  the 
system;  and  2)  the  framework  of  incentives 
that  govern  how  physicians  and  hospitals  are 
paid,  which  signals  to  them  how  the  system 
wants  them  to  behave.  Both  of  these 
mechanisms  are  inductive  in  teaching  physi- 
cians how  to  save  clinical  resources  and 
improve  the  way  care  is  provided.  These 
systems  focus  on  community-based  networks 
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that  are  the  first  entry  point  for  patients  into 
the  medical  care  system.  All  of  these  systems 
have  expended  substantial  funds  in  developing 
and  expanding  their  provider  networks  so  that 
they  can  be  as  efficient  and  productive  as 
possible. 

Humana’s  decision  to  divest  itself  of  its 
hospitals  represents  one  of  the  first  moves  of  a 
vertically  integrated  company  to  become 
virtually  integrated  and  eliminate  a confound- 
ing problem  within  its  organization.  Humana 
in  1992  decided  to  restructure  its  old  vertically 
integrated  systems  when  it  decided  that  its  two 
main  operations  — that  is,  hospitals  and  health 
insurance  plans  — were  basically  incompat- 
ible. In  selling  off  its  hospital  chain,  it  still  had 
certain  arrangements  with  HCA  so  that  its 
health  plan  patients  could  be  taken  care  of  in 
old  Humana  hospitals  when  it  was  economi- 
cally feasible. 

I strongly  suspect  that  many  of  the  new 
entities  being  created  by  merger  and  practice 
acquisition  will  prove  to  be  both  ungovernable 
and  unprofitable.  And  efforts  in  the  latter  half 
of  the  1990s  and  first  part  of  the  next  century, 
aided  and  abetted  by  the  very  same  cadre  of 
attorneys  and  consultants  that  created  these 
structures,  will  be  spent  in  unwinding  those 
mergers,  shedding  fixed  costs,  reducing 
administrative  expense  and  spinning  off 
health-related  businesses  into  autonomous 
self-governing  enterprises.  At  the  same  time 
they  will  be  spinning  off  employed  physicians 
into  self-governing  groups  tied  to  their  former 
employers  by  marketing  agreements  and 
pooled  risk  capitation  arrangements. 

It  is  interesting  to  note  that  this  same 
process  of  de-integration  is  taking  place  in  the 
very  industries  that  Chandler  wrote  about 
with  his  vertical  integration  back  in  the  1960s 
and  1970s.  These  industries  found  that  they 
were  no  longer  capable  of  creating  value  in  the 
completely  vertically  integrated  system. 

What  are  the  major  industrial  corporations 
in  our  country  doing  now?  They  are  de- 
leveraging; they  are  shedding  unrelated 
businesses;  they  are  reducing  fixed  costs  and 
administrative  expenses.  This  has  been  the 
principal  management  challenge  under  the 
competitive  threat  of  the  Japanese  and 
Germans.  Japanese  firms  never  had  inte- 
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grated  organizations  but  always  fostered 
elaborate  networks  of  inter-working  relation- 
ships called  koretsu. 

The  most  difficult  task  in  the  transition 
that  we  are  facing  may  be  in  finding  the  right 
distance  between  the  partners  and  devising  a 
way  to  pay  the  physicians  that  maximizes  the 
services  that  they  provide.  One  of  the  major 
problems  that  the  health  groups  will  have  to 
face  is  how  far  to  integrate  into  the  finances  of 
the  providing  systems.  This  is  the  more 
difficult  long-term  decision  health  systems 
face. 

Most  physician-hospital  organizations  are 
being  created  as  vehicles  for  providing 
condmts  for  shared  risk  contracting  with 
health  insurers.  Many  hospital  groups  and 
physicians  believe  that  they  will  eventually  be 
able  to  replace  the  middle  man  and  directly 
contract  with  employer  groups  or  regional 
purchasing  alliances,  assuming  the  underwrit- 
ing risk  as  well  as  the  operating  risk  for  those 
enrolled  groups.  Whether  this  will  turn  out  to 
be  feasible  in  the  future  is  certainly  not  known 
and  will  probably  take  a decade  to  evolve. 
However,  what  is  already  known  is  that 
providers  over  the  past  20  years  have  had  a 
deplorable  record  in  operating  as  health 
insurers.  There  are  a few  exceptions  to  this 
rule,  such  as  Luther  Hospital  Society  of 
Southern  California  with  Pacific  Care,  Henry 
Ford  Hospital  Systems,  which  dominates  in  the 
Detroit  area,  and  Humana’s  Health  Plan,  but 
for  every  success  story  there  are  at  least  five 
equally  spectacular  collapses  and  probably 
many  more  locally  that  have  gone  unheralded. 

There  is  a fundamental  conflict  of  interest 
between  the  traditional  fee-for-service  medi- 
cine and  the  health  insurance  business.  The 
vast  majority  of  providers  still  today  owe  their 
income  and  profit  margins  to  the  traditional 
fee-for-service  system.  This  concept  makes  it 
difficult  for  leaders  either  in  the  medical  realm 
or  the  administrative  hierarchy  to  commit  to 
wholesale  changes  in  compensation,  revenue 
flows,  and  clinical  behavior  without  risking 
huge  losses  in  these  at-risk  arrangements. 
These  risks  are  actually  being  accelerated  by 
the  powerful  trend  toward  practice  acquisition. 
In  this  scenario  physicians  are  actually 
abandoning  the  solo  and  group  practice  of 
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medicine  and  are  willing  to  sell  the  practice  to 
the  highest  bidder  and  become  employees.  It 
truly  is  questionable  whether  this  is  an 
economically  driven  phenomena  which  up  to 
this  point  generally  has  not  been  discerned,  or 
whether  it  merely  represents  a moral  collapse 
on  the  part  of  the  physicians  in  primary  care 
and/or  private  practice  of  medicine. 

This  conflict  of  interest  between  the 
traditional  fee-for-service  medicine  and  the 
insurance  business  will  make  it  extremely 
difficult  for  the  leaders  in  medicine  and  the 
systems  executives,  particularly  in  situations 
where  physicians  have  become  employees.  To 
make  the  wholesale  changes  in  compensation, 
revenue  flows  and  systems  redevelopment  will 
create  a tremendous  risk  of  financial 
insolvency  under  capitation  contracts.  What 
physicians  are  really  expecting  when  they  sell 
their  practices  is  to  prop  up  their  incomes,  even 
though  their  revenues  may  be  declining.  There 
is  a huge  economic  risk  in  this  transition  which 
hospital  systems  and  insurers  are  assuming 
through  the  integration  of  physicians  into  their 
organization.  There  is  going  to  have  to  be  a 
single-minded  focus  on  cost  reduction,  process 
improvement  and  value  creation  which  so  far 
has  eluded  most  traditional  health  care 
systems  and  hospital  executives  who  continue 
to  focus  on  revenue  side  maneuvering  to 
maintain  their  profitability. 

The  current  integration  frenzy  in  health 
care  is  simply  the  latest  manifestation  of 
intense  denial  on  the  parts  of  boards  and 
managements  for  the  need  for  cost  reduction. 
The  most  recent  and  local  example  of  the 
integration  meinia  has  been  the  University  of 
Pennsylvania  spending  some  $120  million  in 
purchasing  practices  in  the  surrounding 
community  to  bolster  its  lagging  hospital 
operations.  This  strategy  not  only  obviates 
keeping  physicians  at  risk,  but  it  dissipates 
necessary  capital  required  to  build  an 
information  system  so  that  physicians  can 
communicate  with  one  another  and  also  be  able 
to  evaluate  and  change  practice  patterns.  The 
problem  Bill  Kelly  will  face  at  the  University  of 
Pennsylvania  is  where  he  is  going  to  get  the 
additional  monies  required  to  build  the 
information  systems  to  network  all  of  these 
physicians  so  that  they  can  be  productive  and 
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efficient.  He  will  have  to  figure  out  how  to 
manage  the  cost,  quality  and  value  of  the 
services  that  they  provide  if  he  hopes  to  profit 
in  the  managed  care  environment. 

The  opportunity  cost  is  the  capital 
necessary  to  build  a functioning  and  operating 
enterprise  capable  of  successfully  managing  in 
a new  environment.  Network  development  is  a 
strategic  imperative  if  physicians  are  not  to 
become  just  pawns  of  the  insurance  industry, 
locked  into  adverse  fee  schedules  and  unwieldy 
utilization  control  programs.  But  network 
development  at  any  price  is  not  an  efficient 
business  strategy. 

Some  system  CEOs  have  taken  the 
alternative  path  to  the  captive  plan  and  have 
attempted  to  integrate  their  service  programs 
with  insurers  that  share  their  values. 
Examples  of  this  are  the  Foundation  Health 
Plan  in  Sacramento,  California;  Blue  Cross 
and  Blue  Shield  aligned  with  the  Legacy 
System  in  Portland,  Oregon;  and  the  St. 
Joseph’s  system  in  Albuquerque,  aligned  with 
FHP.  The  success  of  these  partnerships 
remains  to  be  seen,  but  the  history  of  similar 
partnerships  dictates  that  they  are  extremely 
unstable.  They  do  however  represent  a virtual 
instead  of  a vertical  integration  to  the  health 
care  system,  which  places  appropriate  require- 
ments of  performance  on  each  of  the  partners 
without  requiring  them  to  master  a fundamen- 
tally new  business.  The  health  systems  can 
concentrate  on  cost  management  and  network 
development.  The  health  plans  can  concen- 
trate on  provider  service,  new  product 
development  and  compensation  systems  for 
physicians. 

What  must  be  developed  is  clinical 
discipline  and  commitment  on  the  part  of 
physicians  and  other  health  professionals  to 
improve  the  value  of  health  services  to  patients 
both  through  employers  and  the  community  as 
a whole.  This  is  the  fundamental  challenge  to 
all  those  participating  in  our  health  care 
system.  Value  creation  in  health  systems 
ultimately  concerns  altering  and  making  more 
systematic  and  responsive  the  decision  making 
of  practicing  clinicians  and  other  care  givers. 
In  health  care  we  are  now  learning  that 
structure  must  follow  from  strategy,  not 
precede  or  somehow  mystically  embody  it. 
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and  Compassion. 
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change  that  are  dramatically  changing  the 
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l.V.  Therapies,  HIV/AIDS,  Obstetrics,  Neonatology,  Pediatrics  and  Rehabilitation. 
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The  Knights  of  Newt  and  the  Wizardly  Wisdom: 
Where’s  the  Happy  Ending? 


Robert  E.  McAfee  MD 


Good  morning.  You  may  recall  when  last  we 
met  ...  I told  you  a fairy  tale.  About  the  good 
wizards  — we  doctors  of  physick  — working 
hard  for  the  health  of  the  people.  About  the 
strange  knights  of  the  great  dome-shaped  Hall 
on  the  Hill.  And  about  the  variously  popular 
King  Will  and  his  Queen  — who  took  it  upon 
themselves  to  decide  for  the  wizards  and  the 
people  what  should  become  of  the  ways  of 
healing  magic. 

And  while  your  response  to  my  fairy  tale 
was  overwhelmingly,  and  gratifyingly,  positive 
— there  were  some  few  of  you  who  felt  it  might 
be  inappropriate  for  the  president  of  your 
American  Medical  Association  to  offer  such  a 
light-hearted  response  at  the  end  of  such  a 
serious  debate.  So  I want  to  acknowledge  the 
concerns  of  those  few  who  took  exception  to  my 
tale.  And  after  deeply  considering  all  of  your 
comments,  positive  and  negative  alike  ...  there 
really  is  only  one  way  that  I can  respond.  As 
your  chief  wizard,  I ask  you  to  indulge  me  as  I 
read  one  more  page  from  the  chronicle. 

* * * 

For  in  the  days  following  the  failure  of  the 
great  health  reform  alchemy,  a great  cyclone  of 
change  blew  through  the  kingdom,  tossing 
knights  and  roundtables  and  shields  about  like 
so  many  pieces  of  straw.  New  knights  came 
forward  to  replace  those  who  had  lost  their 
shields  in  the  tempest,  and  this  new 
knighthood  waxed  great  in  glory  and  power  — 
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and  indeed,  they  came  to  be  called  the  Knights 
of  Newt.  And  their  shields  bore  an  ancient  and 
peculiar  legend.  “GOP,”  it  read.  G-O-P.  Which 
was  rumored  to  signify  “Gingrich’s  Old  Pals.” 

Those  knights,  meanwhile,  who  bore  the 
sign  of  the  donkey  upon  their  shields  could 
scarcely  do  more  than  lament  their  losses  — 
even  though  theirs  was  the  camp  of  the  king 
himself. 

For  King  Will  of  the  WHiite  Palace  had 
grown  smaller  and  quieter,  and  the  queen 
herself  quite  silent  before  their  public.  Indeed, 
certain  daredevils  had  sought  to  bombard  the 
castle  by  air  and  by  land,  and  the  king  and 
queen  placed  a great  barricade  before  their 
White  Palace.  And  the  rabble  were  told  that 
they  no  longer  could  drive  their  carriages  along 
the  renowned  Pennsylvania  Path  where  the 
king  and  queen  lived. 

Indeed,  the  king  and  queen  withdrew  so  far 
behind  their  barricade  that  they  could  not  hear 
the  voices  of  the  wizards  when  they  sought 
relief  from  the  regulations  that  governed  their 
clinical  laboratories  of  magic  potions.  Nor  did 
they  heed  the  wizards’  call  to  rethink  the  need 
for  hardhats  in  the  places  where  the  wizards 
checked  the  humours  of  the  people.  And  when 
the  wizards  asked  to  clarify  the  laws  of  Sir 
Fortney  of  Stark,  which  governed  where  a 
wizard  might  refer  a patient,  they  again 
received  no  response  from  the  White  Palace. 

And  so  it  came  to  pass  that  the  Knights  of 
Newt  took  it  upon  themselves  to  act.  And  they 
created  a new  plan,  which  they  called  a 
Contract  with  the  Kingdom.  And  as  they 
deemed  it,  so  it  came  to  be. 
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Now,  the  knights  labored  100  days  and  100 
nights  upon  the  fulfillment  of  their  contract, 
and  its  pages  had  many  commandments  — 10 
in  all,  it  is  said.  Not  least  among  them  an 
injunction  to  end  the  costly  game  known  as 
Torts,  which  was  a favorite  of  the  evil 
advocates  of  the  court,  also  known  as  the 
lawsuit-sayers.  For  lo!  their  clan  was  a vicious 
lot,  chasing  the  wagons  that  bore  the  wounded 
to  the  wizards,  and  offering  to  the  sickly  great 
sacks  of  gold  in  exchange  for  bringing  charge 
against  a wizard  for  using  suspect  magic.  But 
most  of  the  gold,  truth  to  be  told,  was  retained 
by  the  law-suers  themselves. 

And  they  fought  mightily  against  those 
who  would  stand  in  their  way.  But  they  have 
not  yet  been  able  to  succeed.  And  soon,  we 
hope,  the  knights  will  find  a way  to  restore 
justice  to  the  game  of  Torts. 

Now,  there  were  other  articles  in  the  great 
contract.  And  among  them  was  a promise  to 
lessen  the  levy  of  the  taxes  upon  the  people  — 
and  to  draw  tighter  the  strings  around  the 
public  purse. 

And  to  this  end,  the  knights  heated  and 
stirred  a massive  cauldron,  into  which  they 
poured  all  of  the  kingdom’s  problems  and 
promises.  And  they  boiled.  And  they  toiled. 
And  they  troubled  the  waters  until  a vision 
appeared  in  the  bubbling  brew. 

It  was  a vision  of  swords  slashing  away  at 
the  m£iny-headed  monster  known  as  — 
Medicare.  But  the  knights  drew  back  in  awe 
and  apprehension.  For  they  knew  too  well  that 
the  wrath  of  the  kingdom’s  most  senior  citizens 
would  rain  down  upon  their  heads  if  they  dared 
to  inflict  too  serious  an  injury  upon  the 
Medicare  monster,  which  many  took  to  be  their 
friend. 

And  then,  the  Knights  of  Newt  remem- 
bered the  great  plan  for  health  reform  — that 
failed  because  the  king  did  not  consult  the 
wizards.  So  this  time,  the  knights  called  to  the 
wizards  to  join  them  in  the  great  Hall  on  the 
Hill,  and  to  bring  with  them  all  their  wizardly 
wisdom. 

And  so  it  came  to  pass  that  even  as  we 
gather  in  our  own  Great  Hall  to  ponder  these 
things  — even  now  the  wizards  and  the 
Knights  of  Newt,  and  even  the  noble  Newt 
himself,  are  deep  in  discussion  about  the 
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Monster  Medicare,  and  the  road  best  taken  to 
tame  the  monster  for  the  good  of  all  the  people, 
young  and  old. 

* * ♦ 

Now  clearly,  this  fairy  tale  has  yet  to  reach 
its  end.  Yes,  the  knights  are  willing  now  to 
consult  the  great  wizards  — but  it  remains  to 
be  seen  whether  our  healing  medicine  will  be 
taken.  We  certainly  hope  so.  For  together,  we 
are  using  all  of  our  powers  and  our  magic  to 
help  heal  the  kingdom  as  well  as  its  peoples. 

But  that  magic,  in  truth,  is  not  and  never 
has  been  anything  more  than  thee  and  me  — 
and  what  we  hold  not  just  under  our  hats,  but 
in  our  hearts  as  well.  And  so  the  fairy  tale 
continues.  And  will  continue  — as  long  as  there 
are  wizards  who  care  for  the  people. 

But  there  are  certain  places  in  the 
kingdom,  my  friends,  where  happily  ever  after 
is  less  likely  to  occur.  Where  the  tales  of  danger 
are  not  fairy  tales  — but  living  nightmares. 
Where  women,  children,  young  people  and  the 
elderly  are  attacked  and  wounded  every  single 
day. 

A place  where  we  need  the  transforming 
powers  of  our  magic  most  of  all. 

Because  these  are  the  homes  and  the 
streets  of  America  — the  landscape  of  violence 
that  we  create  against  our  brothers  emd  our 
sisters.  And  it  is  a grim  and  vicious  land,  where 
physicians  are  often  the  only  light  of  hope  to  be 
found. 

Come  now  — witness  it  for  yourselves. 

You  should  be  part  of  that  picture. 

It  is  the  only  way  to  change  the  images  of 
horror  to  images  of  hope  for  the  future. 

Because  we  are  their  physicians.  They 
come  to  us  — with  their  broken  bodies  and 
their  broken  spirits.  And  victims  and 
assailants  alike,  they  are  more  willing  to  tell  us 
their  stories  than  they  are  willing  to  tell  their 
priests,  their  pastors  or  their  rabbis.  Consider- 
ably more  than  would  wish  to  tell  an  officer  of 
the  law. 

It  is  an  awesome  responsibility. 

And  we  — are  not  even  meeting  it  halfway. 

In  1991,  this  House  voted  to  launch  a 
National  Campaign  Against  Family  Violence. 
The  mission  was  two-fold.  First,  to  identify 
family  violence  as  a public  health  problem,  so 
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that  it  would  be  easier  for  patients  to  talk  about 
— and  easier  for  communities  to  solve.  And 
second,  to  provide  physicians  with  the  tools 
and  information  we  need  to  properly  diagnose 
violence  when  we  see  it  — and  provide  a range 
of  options,  for  treatment  and  referral. 

Since  then,  weVe  developed  diagnostic  and 
treatment  guidelines  that  physicians  all  across 
the  country  use  to  detect  child  abuse  and 
neglect,  child  sexual  abuse,  domestic  violence 
and  elder  abuse. 

And  just  last  Tuesday,  I myself  had  the 
privilege  of  unveiling  before  the  public  the 
AMA’s  first  national  Report  Card  on  Violence. 

And  for  those  who  missed  hearing  it  in  the 
news,  America  rated  a “D.”  As  the  combined 
average  for  this  country’s  efforts  and 
achievements  against  family  violence,  against 
sexual  assault,  against  public  and  handgun 
violence,  and  a new  category  we  call  virtual 
violence  — and  big  business  calls  “entertain- 
ment” — that  is,  all  of  the  violence  of  television 
and  the  movies,  and  now  cyberspace.  Despite 
broad-scale  community  efforts  and  greater 
awareness,  this  tide  of  violent  behavior  shows 
no  signs  of  turning. 

The  “D”  grade  is  a wake-up  call.  It 
dramatizes  the  need  to  change.  This  is  not  a 
political  issue.  It  is  not  a partisan  issue.  It  is  a 
human  issue  — and  each  of  you,  as  physicians, 
has  a moral  and  professional  duty  to  respond  as 
only  a physician  can  do. 

These  report  cards  are  one  way  the  AMA  — 
as  an  institution  — can  speak  out  as  a leader 
with  moral  and  medical  authority.  But  there  is 
still  something  missing  from  our  efforts.  And 
that  something  is  you.  Let  this  report  card 
become  your  own  wake-up  call.  Because  I tell 
you  now,  it’s  time  to  get  involved. 

Today,  the  Physicians’  Coalition  Against 
Family  Violence  has  some  6,000  members. 
That  number  should  be  closer  to  600,000. 

All  of  you  should  belong.  But  — most  of  you 
do  not.  Ladies  and  gentlemen,  I appeal  to  you. 
It’s  not  enough  to  just  talk  the  talk.  I’m  asking 
you  to  walk  the  walk.  I’m  not  asking  you  just  to 
join  the  coalition.  I’m  asking  you  to  join  right 
here,  right  now. 

There  is  a sign-up  sheet  in  your  unofficial 
business  packets.  It  is  lavender,  and  it  looks 


like  this.  And  just  outside  this  hall,  there  is  a 
table  where  they’re  waiting  to  make  you  a 
member.  Take  the  sheets  out.  Complete  them 
now.  It  costs  you  nothing.  But  it  may  be  the 
most  valuable  gift  that  your  patients  ever 
receive. 

If  I can  achieve  one  last  thing  as  your 
president,  it  would  be  to  awaken  you  to  the 
need  to  get  involved.  We  cannot  do  it  without 
you.  But  together,  this  is  one  more  way  we  as 
wizards  can  make  magic. 

America  needs  you. 

Your  patients  need  you. 

The  AMA  needs  you. 

I need  you. 

Come  help  us  — as  we  heal  the  wounds  ... 
and  write  a happy  ending  to  this  grim  tale  for 
all  Americans. 

And  in  closing,  ladies  and  gentlemen,  for 
this  privilege  of  serving  as  your  chief  wizard  for 
the  year  — I thank  you  so  very  much. 


Going  beyond  what's  expected  by 
combining  experience  & expertise. 


Because 
your  patients 
are  our  first 
concern,  we 
find  products 
for  the 
patient. ..not 
patients  for 
the  product. 


We  Care...We're  a Family  Too! 

peered, 


MEDICAL  EQUIPMENT  AND  SERVICES 


(302)368-5300  (609)299-3224  (410)392-5300 
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Or  Jbi  OpeuaHM 
nuruMAKE 
You  ha  BimR 


As  an  Air  Force  Reserve  physician, 
you'll  experience  all  the  rewards  of 
providing  care.  And  then  some. 

Because  as  part  of  our  nation's  vital 
defense  team,  you'll  help  protect 
the  strength  and  pride  of  America. 

In  the  Air  Force  Reserve,  you'll  feel 
the  excitement  a change  of  pace 
brings  as  you  gain  the  prestige  of 
military  rank  and  the  privilege  of 
working  with  some  of  the  world's 
best  medical  professionals.  And, 
you  can  update  your  knowledge 
through  the  Air  Force  Reserve's 
wide  selection  of  continuing  edu- 
cational opportunities. 

With  our  new,  flexible  schedule 
programs,  it's  never  been  easier  to 
give  something  back  to  your 
country. 

The  Air  Force  Reserve.  It's  a great 
way  to  serve. 

CaH:  (800)282-1390 
Or  write  To: 

Kim  Mathew 
3720FetchetAve 
Suite  16 

Andrews  AFB,  MD  20331-5157 


25-501-0009 


A GREAT  WAY  TO  SERVE 


OBITUARIES 


We  have  not  published  any  obituaries  in  a long  time,  and  I feel  a need  to  bring  this  up  to  date.  There 
follows  a list  of  the  membership  deaths  that  I am  aware  of  for  1992, 1993  and  1994.  There  are  gaps 
in  our  information,  such  as  those  who  retired  and  died  outside  the  state,  but  what  I have  is  here. 

There  are  some  who  exercised  considerable  leadership  and  influence  over  the  course  of  medical 
events  in  Delaware,  and  I shall  continue  to  try  to  get  more  detailed  writeups  on  them.  In  addition, 
we  shall  publish  obituaries  written  by  family  and  close  friends,  but  we  can’t  count  on  that  for  most 
of  them;  and  sometimes  the  closest,  most  personal  memories  are  not  the  best  to  publish.  Norm 
Cannon  was  very  good  at  writing  obituaries,  but  he  no  longer  feels  he  can  continue  to  write  them; 
and  very  few  have  as  wide  an  acquaintanceship  as  he. 

My  list,  alphabetically  by  year  of  death,  is  as  follows: 


E.  Wayne  Martz  MD 
Editor 


Name 

Date 
of  Birth 

Death 

Medical  School 

1292 

Specialty 

Burton,  Benjamin  F. 

10/21/06 

7/15/92 

Penn  ’30 

Pediatrics 

Gallagher,  James  V. 

5/12/21 

3/14/92 

U.  Virginia  ’58 

Orthopedics 

Hayden,  Richard  C. 

9/7/20 

7/1/92 

U.  Maryland  ’44 

Ob  Gyn 

Krieger,  Edward  M. 

5/30/08 

6/1/92 

Ohio  State  ’36 

Medicine 

Laird,  Edmund  G. 

11/12/04 

9/26/92 

Johns  Hopkins  ’31 

Surgery 

Lyons,  James  C.,  Jr. 

4/12/18 

10/11/92 

Hahnemann  ’43 

Occup.  Med. 

Peters,  Alexandra  T. 

10/23/57 

4/1/92 

Med.  Coll,  of  PA ’81 

Nephroloev 

Rankin,  Stewart  L. 

12/15/04 

12/28/92 

Jefferson  ’30 

Occup.  Med. 

Thomas,  Roger  B.,  Sr. 

10/11/15 

11/1/92 

Jefferson  ’40 

Fam.  Prac. 

im. 


Beck,  Joseph  R. 

3/10/07 

1/13/93 

Penn  ’33 

Urology 

Chavin,  Sidney  B. 

4/25/99 

8/1/93 

Temple  ’25 

Fam.  Prac. 

DeChemey,  H.  George 

7/27/19 

7/25/93 

Temple  ’44 

Psychiatry 

Forman,  Mildred  B. 

7/2/04 

9/28/93 

Med.  Coll.  VA  ’34 

Fam.  Prac. 

Hazzard,  William  R. 

4/14/10 

1/17/93 

Hahnemann  ’36 

Otol-Oph 

Hogan,  Leo  B.,  Jr. 

3/1/37 

8/13/93 

Utah  ’64 

Medicine 
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Howard,  David  S. 

8/17/24 

9/10/93 

Baylor  ’47 

Ped/Fam.  Prac 

Johnson,  Edgar  N. 

8/15/14 

3/16/93 

Jefferson  ’42 

Otalor. 

Liippincott,  Samuel  W.  Jr. 

2/14/18 

1/12/93 

Med.  Coll.  VA ’44 

Radiology 

McNinch,  Eugene  R. 

10/12/11 

5/22/93 

Maryland  ’36 

Radiology 

Metzler,  Gottfried 

9/2/93 

5/28/93 

Jefferson  ’28 

Earn  Prac. 

Reardon,  William  T. 

7/10/06 

1/13/93 

Maryland  ’34 

Psychiatry 

Smith,  Philip  J. 

7/11/13 

7/20/93 

Oklahoma  ’37 

Occup.  Med. 

Stat,  Sidney 

12/2/03 

10/15/93 

Penn  ’28 

Fam.  Prac. 

Straughn,  Jane  C. 

3/3/32 

11/11/93 

Johns  Hopkins  ’57 

Med,.GE 

1224 

Alvarez,  Daniel  A. 

9/18/24 

5/31/94 

U.  Havana  ’51 

Fam.  Prac. 

Berlin,  Irvin  I. 

10/23/09 

3/13/94 

Jefferson  ’35 

Fam.  Prac. 

Bradford,  John,  Sr. 

4/8/03 

12/29/94 

PCOM  ’28 

Otolar 

Bulger,  Thomas  J. 

4/22/09 

2/4/94 

Columbia  P&S  ’36 

Surgery 

Charamella,  Italo 

11/12/15 

8/27/94 

U.  Virginia  ’40 

Fam.  Prac. 

El  Ramli,  Helmi  A 

11/12/29 

2/7/94 

EIN  Shams,  Cairo  ’53 

Emerg.Med. 

Hartenauer,  Gerhard  E. 

10/30/21 

9/13/94 

Gottingen,  Ger.  ’52 

Medicine 

Hume,  William  G. 

12/3/13 

7/15/94 

Temple  ’41 

Fam.  Prac. 

MacKelcan,  Douglas  W. 

8/17/20 

12/25/94 

Jefferson  ’45 

Fam.  Prac. 

Maroney,  John  W. 

5/13/05 

12/14/94 

Yale  ’30 

Pediatrics 

McCarthy,  James  R. 

2/22/24 

3/8/94 

Hahnemann  ’48 

Fam.  Prac. 

Serino,  Girard  S. 

7/7/07 

10/21/94 

Jefferson  ’32 

Surgery 

Sluzar,  Oleh  0. 

8/4/22 

6/21/94 

Philipps,  Hessen  Ger.  ’49 

Medicine 

Sortman,  Harold  P. 

5/22/10 

12/7/94 

Jefferson  ’36 

Fam.  Prac. 

Practice  Sale  or  Merger  Consulting 

Confidential  Consulting  for  Physicians  or  Physician  Groups 

Are  you  thinking  about 

• Reorganizing  or  selling  your  practice? 

• Buying  a practice? 

• Merging  with  another  practice? 

Whether  your  practice  is  primary  care  or  specialty,  we  can  help  you.... 

• Appraise  and  evaluate  your  practice. 

• Merge  staffs. 

• Establish  fee  setting  mechanics  and  reviews. 

To  speak  to  our  consultants  confidentially,  call  ... 

• Bill  Carello  302-478-9283 

• Bill  Santora  or  David  Krigstein  302-737-6200 

Healthcare  Management  Services,  Inc. 

P.  O.  Box  5569,  Newark,  DE  19714 
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Diagnostic  Imaging  Associates,  pa 
Celebrates  the  Centennial  Anniversary  of 
The  Discovery  of  x-rays 

Wilhelm  Conrad  Roentgen  discovered  x-rays  in  1895  and  the  modern  age  of  medical  imaging  began. 

'^e  celebrate  that  beginning  with  a continuing  commitment  to  medical  imaging  excellence  for  our  patients. 


Dr.  Myung  Soo  Lee,  Radiologist,  ABR,  Pediatric  & Musculoskeletal  Imaging 

The  development  of  diagnostic  imaging  is  one  of  the  most  relevant  scientific 
advancements  in  our  daily  lives.  Diagnostic  imaging  uses  Magnetic  Resonance  Imaging  and 
superfast  spiral  CT  scanning  techniques  to  create  highly  accurate  medical  imaging  studies. 

As  we  learn  more  about  the  new  aspects  of  the  disease  process  and  the  important  role 
the  new  modalities  play  in  their  diagnosis,  the  more  we  appreciate  the  Roentgenological  study 
and  the  impact  it  has  had  on  the  clinical  care  of  the  patient  since  its  discovery. 

Thanks  to  Wilhelm  Roentgen  the  medical  imaging  profession  is  heading  towards  a new 
frontier  in  the  twenty  first  century. 


Our  full  range  of  out-patient  services  includes: 

• High-field  MRI  • New  spiral  CT  scanning  • Ultrasound  including  color  doppler 
• Mammography  • Fluoroscopy  • Nuclear  Medicine  • General  X-ray 

Diagnostic  Imaging  Associates  has  seven  convenient  locations  in  New  Castle  County 
staffed  by  board  certified  radiologists  and  highly  trained  technologists.  Our  reports  are  sent 
promptly  via  fax  or  same  day  delivery  service.  Our  patients  are  scheduled  promptly  and  treated 
with  efficient,  personal  care. 

For  patient  information  and  central  sheduling:  302-425-4DIA 


Diagnostic  Imaging  Associates,  PA 

Omega  Imaging  Associates  • L-6  Omega  Professional  Center  • Newark  • 738-9300 

Omega  Magnetic  Resonance  Imaging  Center  • L-6  Omega  Professional  Center  • Newark  • 738-9300 

Omega  Nuclear  Diagnostic  Center  • K-15  Omega  Professional  Center  • Newark  • 368-8150 

Brandywine  Imaging  Center  • 701  Foulk  Road  • Suite  E-1  • Wilmington  • 654-5300 

Pike  Creek  Imaging  Center  • 3105  Limestone  Road  • Suite  106  • 995-2037 

Wilmington  Magnetic  Resonance  Imaging  Center  • 1020  Union  Street  • Wilmington  • 427-9855 

Omega  Medical  Center  • K-15  Omega  Professional  Center  • Newark  • 368-5100 


Over  12  years  of  protecting 
elaware  doctors-and  counting. 


Only  one  company  has  earned  the  right  to  serve  as  the  exclusive  endorsed 
insurer  of  the  Medical  Society  of  Delaware  for  more  than  a dozen  years. 

PHICO  Insurance  Company. 

It  adds  up  to  experience  and  commitment.  And  a special  relationship  that 
offers  many  benefits  to  Delaware  doctors. 

Like  a dividend  plan  that’s  returned  over  $1.2  million  to  physicians  so  far. 

And  a 15-percent  premium  discount  for  doctors  with  no  claims  in  a 36- 
month  period.  What’s  more,  a 25 -percent  discount  off  first-year  rates  for 
“new”  physicians,  and  a 15-percent  credit  in  the  second  year. 

There’s  even  a 50-percent  discount  available  for  full-time  teaching  physicians. 


Why  not  join  the  more  than  12,000  physicians  across  the  country  that 
depend  on  PHICO  for  their  insurance  protection? 


To  learn  more,  contact  your  insurance  broker  or  our  Marketing  Department 


at  1-800-382-1378. 


® 

INSURANCE  COMPANY 

exclusive  endorsed  insurer  of  the 
Delaware  Medical  Society 


FROM  THE  PUBLIC  HEALTH  LABORATORY 


Mycobacterium  Update 


Diane  M.  Hindman  MT(ASCP)SM 


We  have  recently  completed  our  compilation  of 
1994  data  that  has  been  reported  to  the  CDC  by 
way  of  our  computer  link  “PHLIS,”  the  Public 
Health  Laboratory  Information  System.  Based 
on  the  yearly  data,  we  have  noted  some 
information  and  trends  that  should  be  of 
interest  to  Delaware  laboratorians.  The  data 
reported  here  is  recorded  by  date  of  specimen 
collection,  and  indicates  the  number  of  positive 
patients,  not  the  number  of  positive  cultures. 
Obviously,  we  often  work  on  multiple 
specimens  on  the  same  positive  patient,  both 
during  the  time  of  diagnosis  and  follow-up  of 
infection.  This  data  includes  both  the  patients 
who  are  worked  up  directly  at  the  Delaware 
Public  Health  Laboratory,  as  well  as  those 
referred  to  us  by  outside  laboratories. 


Comments/Observations: 

A Totals:  Jan-June  1994: 35  positive  patients 
July-Dee  1994:  52  positive  patients 
Year  Total:  87  positive  patients 
B.  Trends: 

1.  Dramatic  increase  in  positives  noted 
second  half  of  year. 

2.  Interesting  to  note  the  equal  represen 
tation  of  M.tb.  and  MAI:  both 
approximately  1/3  of  overall  total. 

Susceptibility  Trends  1994  (Mycobacte- 
rium Tuberculosis) 

Streptomycin  6ug/ml:  100% 

Isoniazid  1 ug/ml:  85% 

Rifampin  2 ug/ml:  100% 

Ethambutol  7.5  ug/ml:  100% 

PZA  100  ug/ml:  93%  — 


DATE 

M.TBC 

M.AIC 

M.Kan 

M.Gor 

M.For 

OTHER 

1/94 

0 

1 

0 

0 

0 

- 

2/94 

1 

3 

0 

1 

2 

1 scrof 

3/94 

4 

2 

0 

0 

0 

- 

Am 

1 

2 

0 

1 

0 

1 scrof 

5/94 

4 

3 

0 

0 

1 

2 terrae  cmplx 

6/94 

3 

1 

0 

0 

0 

1 xenopi 

subT 

13 

12 

0 

2 

3 

5 

7/94 

2 

6 

2 

0 

1 

1 scrof 

8/94 

3 

3 

0 

1 

0 

1 chelonae 

9/94 

1 

2 

0 

2 

1 

- 

10/94 

4 

3 

0 

1 

2 

- 

11/94 

3 

1 

1 

0 

0 

1 rriarinum 

2 chelonae 

12/94 

3 

1 

3 

0 

1 

- 

SubT 

16 

16 

6 

4 

5 

5 

Total 

30 

29 

6 

6 

8 

10 

1994 

(34%) 

(33%) 

(7%) 

(7%) 

(9%) 

(11%) 

Table  1.  Mycobacterium  Update  by  PHLIS  Specimen  Date  CY  1994 
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From  the  Public  Health  Laboratory 


Note:  Delaware  Public  Health  Laboratory 
began  testing  additional  critical  concentra- 
tions recommended  by  CDC  in  March  1995: 
Streptomycin  2 ug/ml 
Ethambutol  2.5  ug/ml 

This  is  to  assure  detection  of  emerging 
resistant  strains. 

In  1994,  Delaware  Public  Health  Labora- 
tory tested  two  patients  with  MDRTB,  both 
from  Christiana  Hospital. 

Delaware  appears  to  be  following  the 
national  trends  of  increasing  numbers  of 
Mycobacterium  sp.,  both  M.  tuberculosis  and 
M.  avium  complex.  Unfortunately,  we  are 
seeing  a few  cases  of  MDRTB  every  year.  We 
also  routinely  work  with  other  clinically 
significant  Mycobacterium  species  such  as  M. 
kansasii,  M.  fortuitum,  M.  chelonae,  M. 
marinum  both  in  our  surveys  and  our  patient 
population.  Laboratorians  should  be  familiar 
with  the  recent  CDC  guidelines  regarding 
laboratory  handling  of  specimens  and  in- 
creased turnaround  time. 


COMING  THIS  FALL  TO  MED  CHI  — 

Sixth  Annual  Conference:  Diagnosis  and  Treatment  of 
Addictive  and  Mental  Health  Disorders  in  Specialty 
Populations 

SATURDAY,  OCTOBER  2 1 , 1 995 

PRESENTATIONS 

Didsnosis  and  Treatment  of  Addictive  and  Mental  Health  Disorders  in  the  Elderly 
Diagnosis  and  Treatment  of  Addictive  and  Mental  Health  Disorders  in  Women 
Diagnosis  and  Treatment  of  Addictive  and  Mental  Health  Disorders  in  the  Developmentally 

Disabled 

Diagnosis  and  Treatment  of  Addictive  and  Mental  Health  Disorders  in  the  Minority  Patient 
Caring  for  the  Caregiver,  When  your  patient  is  a Physician 
The  Americans  with  Disabilities  Act  - Implications,  Enforcement 
Case  Review  Panel:  Participants  will  have  the  opportunity  to  discuss  cases  with  a panel  ol 
addiction  experts. 

Diagnosis  and  Treatment  of  Addictive  and  Mental  Health  Disorders  in  the  Hearing  Impaired  i 
Diagnosis  and  Treatment  of  Addictive  and  Mental  Health  Disorders  in  the  Pregnant  Patient  ; 

— REGISTRATION  — 

Name 

Ad  d ress : 

State Zip Phone:  ( ) 

check  one  Med  Chi  member  $60  non  member  physician/Ph.D.  $100 

Allied  Health  Professional  $40  Medical  Student  NO  CHARGE 

Send  resistration  with  check  or  money  order  payable  to  Med  Chi  to 

Sixth  Annual  Conference 
Physician  Rehabilitation  Program 
1204  Maryland  Avenue 
Baltimore,  MD  21201 


Rehabilitation  Consultants,  Inc. 


Two  convenient  locations 
Call  302/478-5240  or  302/655-5877 

Silverside  Road  Office  Baynard  Blvd.  Office 

Suite  105  Springer  Bldg.  2100  Baynard  Blvd. 

Concord  Plaza  Wilmington 

3411  Silverside  Road 


Physical  Therapy  • Occupational  Therapy 
• Speech  Therapy 

Comprehensive  Rehabilitation  • Work 
Tolerance  Testing,  Work  Hardening  for  Injured 
Workers  • Family  Sports  Medicine  • Fitness 
Programs  • Hydrotherapy  • Nutritional 
Counseling 

Approved  by  Medicare,  most  Managed  Care,  HMO, 
and  Major  Insurance  Plans 


“Marking  Our  25th  Year  of  Service  to  the  Greater  Wilmington  Area  1970  - 1995” 
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MANAGEMENT  OF 
CERVICAL  PAIN 

WEDNESDAY,  OCTOBER  11,  1995 
1:00  P.M. -5;00P.M. 

DELAWARE  ACADEMY  OF  MEDICINE 
1925  LOVERING  AVENUE 
WILMINGTON,  DE  19806 


SPONSORED  BY 


MEDICAL  SOCIETY  OF  DELAWARE 


Accreditation 

The  Medical  Society  of  Delaware  is 
accredited  by  the  Accreditation  Council  of 
Continuing  Medical  Education  (ACCME)  to 
sponsor  continuing  medical  education  for 
physicians.  The  Medical  Society  of 
Delaware  designates  this  continuing  medical 
education  activity  for  3.5  credit  hours  in 
Category  1 of  the  Physician's  Recognition 
Award  of  the  American  Medical  Association. 

Conflict  of  Interest 

It  is  the  p)olicy  of  the  Medical  Society  of  Delaware  to 
comply  with  the  ACCME  Standards  or  Commercial 
Support  of  Continuing  Medical  Education.  In  keeping 
with  these  standards,  all  faculty  participating  in 
continuing  medical  education  programs  sponsored  by 
the  Medical  Society  of  Delaware  are  expected  to 
disclose  to  the  program  audience  any  real  or  apparent 
conflict  of  interest  related  to  the  content  of  their 
presentation. 


ROBERT  J.  VARIPAPA,  M.D. 
DENNIS  IVTLL,  M D. 
MICHAEL  G SUGARMAN,  M D 
PEGGY  ABRAMS,  M D 
KARLB  LIND,  D C 

WILL  PRESENT  THE  FOLLOWING  PRINCIPLES 
RELATING  TO  TREATMENT  OF  CERVICAL 
PAIN  IN  A WORKING  AGE  POPULATION; 


\ TAKING  A GOOD  HISTORY  AND 
PERFORMING  A THOROUGH 
PHYSICAL  EXAMINATION  OF  THE 
NECK  AND  UPPER  EXTREMITIES. 

\ THE  APPROPRIATE  USE  OF 
IMAGING,  EMG's  AND  OTHER 
DIAGNOSTIC  TOOLS. 

-f  THE  ROLE  OF  EXERCISE  AND 
EXERCISE  MODALITIES  IN  THE 
MANAGEMENT  OF  NECK 
PROBLEMS. 

\ THE  ROLE  OF  SURGERY  FOR  NECK 
CONDITIONS. 

\ ALTERNATIVE  THERAPY 
INCLUDING  ACUPUNCTURE, 
ACUPRESSURE  AND 
CHIROPRACTIC. 

FUNDED  BY; 

AmeriHealth  HMO,  Inc. 

Healthcare  Delaware 
American  Health  Alternatives 

Advance  registration  is  required  by 

September  29,  1995. 

FOR  MORE  INFORMATION 

Contact:  Richard  J.  Morris,  MD,  Program  Director 
or  Patricia  L.  Altemose 

(302)  777-6438 


Sne  wanted  muck  more 
tkan  a credit  line. 

Sk  e needed  a private  kanker. 
Wky  Wilrnington  Trust? 


Not  just  L ecause  we’re  consistently  rated  one  of  tke  strongest  financial 
institutions  in  tke  country.  But  kecause  we’ll  work  witk  you  to  create 
an  interactive  partnerskip  — one  tkat  allows  us  to  create  flexikle, 
innovative  solutions  for  your  unique  needs.  Your  Wilmington  Trust 
Private  Banker  will  not  only  arrange  for  customized  credit, 
kut  will  also  provide  for  your  financial,  tax  and  estate  planning, 
personal  trust  and  asset  management  needs. 

To  discuss  kow  we  can  meet  your  financial  needs, 
please  call  Halsey  Spruance  at  302-651-8081 . 


WILMINGTON  TRUST 


EDITORIAL 


Medicine  and  Culture 


What  does  culture  have  to  do  with  medical 
care?  At  least  on  the  surface,  it  seems,  nothing 
at  all,  but  think  a moment.  Ask  some  physician 
who  has  worked  on  an  Indian  reservation,  and 
he  will  tell  you  one  story  after  another  of  trying 
to  get  patients  to  adhere  to  a treatment 
program.  Their  reliance  on  the  medicine  man 
is  such  that  they  will  only  do  it  if  he  says  so.  Or 
consider  a culture  of  single-parent  families, 
and  pregnancy  is  viewed  as  a rite  of  passage  to 
adulthood.  How  do  you  reduce  infant  mortality 
in  that  culture?  Try  telling  your  patient,  raised 
in  the  U.S.A.,  that  he  needs  by-pass  surgery 
and  you  are  putting  him  on  the  waiting  list  for 
six  to  nine  months.  The  more  you  think  about 
it,  the  more  examples  come  to  mind  in  which 
culture  dictates  management. 

We  are  a country  of  hundreds  of  cultures, 
and  each  day  we  read  articles  about  this  group 
or  that,  struggling  to  retain  its  culture.  If  we  do 
thus  and  so  (or  fail  to  do  it),  then  this  or  that 
culture  may  die  out  forever.  It  seems  we  must 
preserve  these  cultures,  even  if  children  die 
from  lack  of  immunization,  even  if  our 
hospitals  fill  up  with  AIDS  victims,  even  if  our 
prisons  fill  with  addicts  and  young  adults  who 
grew  up  without  any  sort  of  caring  family. 
Some  cultures  even  tend  to  bring  back  septic 
abortions. 

Well,  I’m  sorry.  I don’t  feel  that  all  these 
cultures  need  to  be  preserved  forever.  What’s 
happening  is  that  no  group  is  able  to  retain  all 
its  identity  as  others  move  ahead  around  it. 
Every  culture  has  good  features  and  bad, 
strong  points  and  weak  points,  and  some 
features  which  are  potentially  dangerous,  but 
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have  been  held  in  check  because  of  other 
features  of  the  culture.  When  these  potentially 
dangerous  features  are  introduced  into  a 
different  culture  that  does  not  have  those 
restraining  influences,  chaos  can  result.  The 
Peruvian  Indians  for  centuries  chewed  coca 
leaves,  enabling  them  to  endure  the  rigors  of 
hard  labor  at  high  altitudes,  but  when  they  met 
a culture  that  understood  chemical  purifica- 
tion, cocaine  became  a scourge.  The  British 
introduced  opium  to  the  Chinese  and  it 
disrupted  their  society.  The  Jewish  people 
have  an  age  old  association  of  alcohol  with 
religious  ceremonies,  and  you  seldom  find  a 
Jewish  alcoholic;  but  when  the  early  settlers 
introduced  the  American  Indians  to  “fire 
water,”  it  was  extremely  destructive  and 
remains  so  to  this  day.  I wish  I could  say  that 
the  American  culture  has  learned  to  handle 
alcohol.  It  clearly  has  not,  but  some  groups 
seem  to  have  developed  an  uneasy  truce  with 
it. 

Where  separate  cultural  or  ethnic  groups 
persist  in  isolation  within  a larger  and 
different  group,  it  seems  to  create  a problem 
that  is  never  resolved.  Look  at  the  Sikhs  in 
India,  the  Tamils  in  Sri  Lanka,  the  French  in 
Canada,  Ulster  surrounded  by  Ireland,  the 
Kurds,  the  Bosnians.  Preservation  of  separate 
cultures  does  not  seem  to  be  the  way  to  go. 
These  enmities  go  on  for  centuries.  I feel  we 
don’t  need  any  more  of  those  problems  in  the 
U.S.A.  Every  effort  should  be  made  to 
assimilate  all  cultures  and  develop  a new 
composite  culture  of  our  own. 

Our  health  care  tradition  has  much  that  is 
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Editorial 


admirable  and  excellent,  but  who  of  us  would 
say  it  is  perfect?  High  costs  and  underserved 
segments  are  obvious  flaws.  These  cannot  be 
corrected  without  significant  changes  in  the 
system,  and  that  system  does  not  sit  isolated  in 
the  midst  of  our  culture.  It  is  related  to 
eveiything  else  in  our  society.  We  shall  need 
changes  in  the  law,  the  courts,  in  research,  in 
funding  mechanisms,  in  public  expectations,  in 
dietary  habits,  work  habits  and  on  and  on. 
These  changes  must  be  evolutionary,  not 
revolutionary.  None  of  us  can  visualize  the 
ideal  system  at  this  time,  but  we  in  medicine 
must  keep  an  open  mind  to  change,  and  must 
participate  actively  in  the  social/political 
evolution  going  on  in  our  country. 

E.  Wayne  Martz  MD 
Editor 


K§ntmere 

A Not-for-profit 

Community  Nursing  Care  Center 

Love.  Compassion.  Companionship. 

Creative  activity.  A warm  comfortable 
homelike  atmosphere  for  hundreds  of 
men  and  women  since  1901.  Skilled  and 
Intermediate  Care.  Special  Care  for 
Alzheimer's  patients. 

We  re  Medicaid  and  Medicare 
approved.  When  you  need  a nursing 
care  center  for  one  of  your  patients, 
consider  Kentmere.  For  information 
call  Yvonne  Dinneen  at  302/652-3311. 

Operated  by  The  Home  of  Merciful  Rest  Society,  Inc. 

A Caring  Environment 
Since  1901 

1900  Lovering  Avenue  Wilmington.  Delaware 


Christiana  Bank  & Trust  Company 


SPECIAL  PROGRAMS  FOR 


Health  Care 
Providers 


A PROFESSIONAL  APPROACH  TO 
CUSTOM  PERSONAL  AND  PRACTICE  FINANCING 
AND  INVESTMENT  MANAGEMENT 
FOR  MEDICAL  PRACTITIONERS 


3801  Kennett  Pike 
Greenville,  DE  19807 
Call  Bob  Elder,  President 

302.421.5800 


Member,  FDIC 


(Ss 


459 


Del  Med  Jrl,  August  1995,  Vol  67  No  8 


MSD  MONTHLY  ACTIVITIES 


Working  for  You: 
June  1995 


Leadership  Activities 

Joseph  A.  Lieberman  MD,  MPH,  Mark  Meister 
met  with  Rich  Menkiewicz  of  PNC  Bank  to 
discuss  funding  of  charitable  projects 
Medical  Society  of  Delaware/Association  of 
Delaware  Hospitals  Legislative  Reception  in 
Dover 

Beverly  J.  Dieffenbach  attended  the  Accredita- 
tion Council  for  Continuing  Medical  Education 
Conference  in  Washington  D.C.. 

Michael  J.  Bradley  DO,  Stephen  S.  Grubbs  MD, 
James  P.  Marvel  Jr.,  MD,  Stephen  R.  Permut 
MD,  Carol  A.  Tavani  MD  and  Duane  Tull  MD 
and  Mark  Meister  attended  the  AMA  Annual 
Meeting  in  Chicago. 

Virginia  Collier  MD,  Mark  Meister  and  Beverly 
Dieffenbach  met  with  Dr.  Norman  Jones  to 
discuss  Continuing  Medical  Education  at  Kent 
General  Hospital. 

Michael  J.  Bradley  DO,  Stephen  R.  Permut  MD 
and  Mark  Meister  went  to  Legislative  Hall 
regarding  HB  124 

Meeting  with  representatives  of  Blue  Cross  and 
Blue  Shield  of  Delaware  to  discuss  development 
of  Community  Health  Information  Network 
(CHIN). 

Meeting  with  Medical  Directors  and  new  Vice 
President  of  Public  Affairs  of  Medicare 
Carol  A.  Tavani  MD  represented  the  Medical 
Society  at  the  Delaware  Pharmaceutical  Society 
Annual  Meeting 

Mark  Meister  and  Phil  Corrozi  met  with  the 
Association  of  Delaware  Hospitals  to  discuss 
legislation 
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Mark  Meister  met  with  the  DHCC  Health  Data 
Committee 

Michael  J.  Bradley  DO  and  Mark  Meister  visited 
Med  Chi  in  Baltimore  to  discuss  formation  of  an 
MSO. 

Jorge  A.  Pereira-Ogan  MD  and  Mark 
Meister  participated  in  Channel  12 
interview  regarding  Medicare  reform. 

Physicians*  Advocate  Program  Activities 
Held  workshops  in  Newark  and  Georgetown 
regarding  “How  to  Evaluate  a Managed  Care 
Contract.”  The  program  topics  included: 
Managed  Care  Contracts:  Making  the  best 
decisions  for  your  practice  and  a hands-on 
contract  review. 

Consulted  a new  physician  on  establishing  a new 
practice. 

Held  an  inservice  for  the  MSD  Resident  Section 
on  “Evaluating  Managed  Care  Contracts” 

Met  with  representatives  from  AmeriHealth 
(formerly  DVHMO) 

Dealt  with  such  issues  as:  Blue  Cross  Blue  Shield 
of  Delaware  and  “preferred  providers,”  Aetna 
change  in  allowables,  the  MSD  Contract  Review 
Service  and  Principal  Health  Care  of  Delaware 
credentialing. 

Answered  various  inquiries  regarding  labor 
issues,  ADA,  National  Practitioner  Data  Bank 
and  coding. 

Continuing  Medical  Education  Activities 
Sponsored  19  educational  activities  for 
Category  1 credit. 
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Major  Meetings 

New  Ca'^lie  County  Medical  Society  Board  of 

Directors  Meeting 

Public  Laws  Committee 

Board  of  Trustees 

Committee  on  Aging 

Health  Care  Providers  Association  of  Delaware 

(HCPAD)  Legislative  Brunch 

Public  and  Professional  Education  Committee 

Meeting 

Committee  on  Ethics 
Environmental  & Public  Health  Meeting 


Give  the  gift  of  life. 

Call  (800)877-5833  for  information 

ST.  JUDE  CHILDRENS 
RESEARCH  HOSPITAL 


IMlim  Thoinas.  Founder 


Delaware  Physicians'  Advocacy  Program 

Managed  Care  Contract  Review  Service 

Call  the  Medical  Society  now  to  enroll  in  this  important  program 

□ Designed  for  physicians  and  their  staff 

□ Learn  to  better  understand  contracts 

□ Make  informed  choices  regarding  your  practice 


Contact  Jana  Siwek,  the  Physicians’  Advocate,  at  the  Society  for 

your  enrollment  form. 


Medical  Society  of  Delaware 
1925  Lovering  Avenue.,  Wilmington  DE  19806-2166 
302/658-7596,  800/348-6800,  658-9669  (fax) 


i; 
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Four  wavs  vou 


© 1993  Poe  Sc  Brown,  Inc. 

When  you  select  the  Physicians  Proteaor  Plan®  from 
CNA  Insurance  Companies  for  malpractice  protection, 
you  get  four  extra  oppormnities  to  save  money. 

• Attend  a loss-control  seminar  and  save  5%  a year 
for  three  years. 

• Stay  with  the  plan  five  years  for  a 5%  credit. 

(Stay  with  the  plan  1 0 years  and  tail  coverage  is 
free  when  you  retire...  regardless  of  your  age.) 

• Join  us  your  first  year  out  of  school  and  save  75%. 

Save  50%  your  second  year,  25%  your  third. 

• Group  practice  members  are  eligible  to  receive 
substantial  credits. 


Cj¥A 

For  All  the  Commitments  You  Make® 


To  find  out  how  you  can  benefit  from  the  Physicians 
Protector  Plan,  contact  the  independent  agents  listed 
below  or  call: 

1-800-352-9218 

KT  & D,  Inc. 

Kevin  P.  Brady,  CIC,  Vice  President 
Wilmington,  Delaware 
1-800-942-4583 

PLI/Zutz,  Inc. 

Frank  T.  Wharton,  Vice  President 
Wilmington,  Delaware 
(302)  658-8000 


PHYSICIMplanr 

The  Physicians  Protector  Plar^  u a trademark  of  Poe  & Broum,  Inc.,  Tampa,  Florida,  and  is 
underwritten  hy  the  Continental  Casualty  Company  and  National  Fire  Insurance  Company  of 
Hartford,  two  of  the  CNA  Insurance  Companies. 


"How  do  I sleep  at  night?" 


“It’s  hard  to  sleep  well  when  you  think  about  the  fact  that  one 
out  of  every  250  Americans  is  infected  with  HIV.  We  have 
more  than  34,000  employees  worldwide,  and  I know  that 
AIDS  doesn’t  discriminate.  I’m  concerned  for  my  employees. 

“Because  of  my  position,  I hope  I can  lead  by  example.  At 
my  company,  we’ve  had  an  AIDS  education  program  in  place 
since  1986.  We’re  trying  to  replace  ignorance  and  fear  with 
understanding  and  compassion.  We’ve  tried  to  dispel  the  myths 
that  surround  this  dreadful  disease. 

“Now,  at  least  our  employees  know  the  facts.  They  know 
that  work  doesn’t  stop  if  someone’s  infected.  They  know  that 
people  with  HIV  continue  to  make  valuable  contributions  in  the 
workplace.  They  know  how  to  show  their  support.  Most  impor- 
tantly, they  have  a better  idea  of  how  to  help  prevent  HIV. 

“These  are  the  kinds  of  things  that  help  me  sleep  better  at 
night.  But  none  of  us  can  really  rest  until  the  AIDS 
epidemic  is  stopped.  Our  efforts  to  prevent  the  spread  of 
HIV  have  just  begun.  It  wiU  take  every  company’s 
commitment.  Success  depends  on  each  of  us.” 


BUSINESS 
RESPONDS 
TO  AIDS 


Call  the  CDC  Business  Responds  to  AIDS  Program  at 
1-800-458-5231 for  comprehensive  HIV  and  AIDS  business 
information  and  assistance. 


\ i CDC 

CENTgftSFOnOISEASeCONTBOl. 
t*-  AN0P«evENTK» 


A message  from  the  U.S.  DEPARTMENT  OF  HEAJTH  5c  HUMAN  SERVICES,  Public  Health  Service,  Centers  for  Disea.se  Control  and  Prevention. 


Thisisvtiiat 
it  feels  like 
to  have 
asthma. 


Try  breathing  through  a thin  straw. 
With  an  asthma  attack  it’s  a fight  for 
every  breath  you  draw. 

Asthma  is  a serious  lung  disease  that  can  affect  children  and  adults  at  any 
time.  An  attack  can  be  triggered  by  such  diverse  causes  as  cold  air,  pets, 
tobacco  smoke,  dust,  and  stress.  The  American  Lung  Association®  is 
helping  people  control  asthma  so  they  can  lead  happy,  normal,  active  lives. 

It’s  a matter  of  life  and  breath"^ 

AMERICAN  ^ LUNG  ASSOCIATION* 

I The  Christmas  Seal  People® 
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mation,  call  the  assistant  editor  at  H 
302/658-7596  or  800/348-6800  i\ 
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MRI  Case  of  the  Month 


78  year  old  female  with  gait  difficulties.  No  visual  complaints  or  headache. 

MRI  examination  revealed  a meningiom  at  the  apex  of  the  orbital  roof.  Optic 
nerve  involvement  was  not  evident.  Meningiomas  are  a relatively  common 
finding  in  the  elderly  and  are  sometimes  asymptomatic.  They  can  be  treated 
conservatively  with  observation  if  they  prove  to  be  slow  growing. 


Central 
Delaware 

IVCRI 


Low  Claustrophobia  • Turbo  Spin  Echo  • MR  Angiography 


Robert  J.  Varipapa,  MD  Certified,  American  Society  Neuroimaging 

John  B.  Coll,  DO 

1093  S.  Governors  Avenue,  Dover,  DE  19904  (302)  674-5860 


U| 


Ml* 
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Excellence  in  Imaging 


Now  two  locations  to  serve  you! 


Christiana  Imaging  Center  has  opened  a new  office 
conveniently  located  in  Foulkstone  Plaza  in  Brandywine 
Hundred. We Ve  making  our  high  quality  services  more 
convenient  for  your  patients. 

Our  new  facility  at  Foulkstone  Plaza  offers 
state-of-the-art  imaging: 

■ Mammography 

■ Ultrasound 

■ General  X-ray 

High-tech  equipment.  Superb  patient  care  and 
comfort.  Unsurpassed  radiologic  expertise. 

Christiana  imaging  Center 

A Division  of  MCD  Holding  Company 


Services  at  Medical  Arts  Pavilion  include: 

■ MR  ■ CT  ■ X-ray  ■ Ultrasound  ■ Mammography 


Foulkstone  Plaza 
1401  FoulkRd. 
Wilmington,  DE  19803 
(302)  477-4300 


Medical  Arts  Pavilion 
475 1 Ogletown-Stanton  Rd. 
Newark,  DE  19713 
(302)  731-9800 


For  centralized  scheduling  call:  (302)  731-9860 


Professional  services  provided  by  X-Ray  Associates. 

Accredited  by  the  American  College  of  Radiology.  FDA  certified. 


PRESIDENTS  PAGE 


Crossroads  at  MSD 


As  I sit  down  to  write  this  month’s  column,  my  family 
is  vacationing  at  our  time  share  condo  in  sunny  South 
Florida.  Yesterday  evening  we  were  notified  that  our 
ocean-front  condo  at  Pompano  Beach  was  being 
evacuated  due  to  the  expected  arrival  of  Hurricane 
Erin  later  this  evening.  Our  11 -year-old  daughter, 
Erin,  is  collecting  newspaper  articles  about  the 
hurricane.  Luckily  our  extended  family  includes  my 
Aunt  Rose.  Her  condo  is  in  a safe  area  of  Pompano, 
across  the  intercoastal  waterway.  The  path  of  the 
storm  is  on  line  to  come  directly  over  us  in  the  next  24 
hours.  As  we  prepare  for  the  storm,  stocking  up  on 
essentials,  filling  up  the  car’s  gas  tank  and  closing  the 
hurricane  shutters,  my  thoughts  are  about  the  path 
MSD  needs  to  take  in  the  near  future. 

MSD  is  at  a crossroads  in  its  evolution  as  a 
medical  society.  Just  as  the  AMA  is  studying  itself 
and  its  role,  so  too  is  MSD.  The  Long-Range  Planning 
Committee  has  been  meeting  with  some  of  the 
surrounding  state’s  cohorts  in  an  effort  to  plan  the  best 
course  for  our  state  society.  We  hope  to  launch  this 
plan  later  this  year  and  to  watch  as  it  evolves  over  the 
next  few  years.  We  all  know  of  the  pressures  we 
physicians  face  in  today’s  competitive  market.  MSD 
decided  less  than  two  years  ago  to  make  a course 
change  by  adding  the  Delaware  Physicians’ 
Advocacy  Program.  This  program  has  been  received 
so  well  that  its  director,  Jana  L.  Siwek,  is  now  on 
board  as  a fuU-time  employee  and  is  keeping  a part- 
time  assistant  quite  busy.  How  many  of  us  have 
benefited  from  the  managed  care  contract  review 
service,  or  from  the  timely  office  staff  updates  in  our 
newsletter  or  from  the  EDI  Expo?  If  support  of  the 
Physicians’  Advocacy  Program  continues  at  the  same 
rate  next  year,  we  will  see  its  continued  expansion. 


While  MSD  continues  to  promote  its  position  as 
an  accredited  provider  of  Category  1 credit  programs, 
we  need  to  maintain  our  focus  on  providing  service  to 
our  members  in  aspects  of  their  day-to-day  practices. 
We  can  no  longer  wait  for  contracts  to  come  to  us  for 
review  only.  Can  we  form  a stronger  bond  to  keep  our 
membership  together?  I think  we  can  and  should  — 
and  should  do  it  expeditiously.  I plan  to  continue  my 
involvement  in  the  Long-Range  Planning  Committee 
next  year,  if  Elaine  will  let  me  have  the  time.  The 
current  consensus  of  the  committee  is  to  move  MSD 
along  the  same  path  chosen  by  the  Pennsylvania 
Medical  Society.  PMS  is  into  its  first  year  of 
management  services  organization,  and,  like  our 
Physicians’  Advocate  program,  it  has  gained 
overwhelming  support  and  use. 

For  many  of  us  now,  it’s  time  to  get  the  kids  back 
to  school  and  concentrate  on  the  upcoming  year.  The 
tempo  will  pick  up  also  with  MSD  business  as  our 
next  round  of  meetings  and  conferences  begins.  As 
always,  keep  MSDIS  in  mind  for  your  personal  and 
business  needs,  and  let  your  elected  representatives 
know  how  you  feel  about  the  Society’s  legislative 
program. 
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COMFORTABLE  SENIOR  LIVING  WITH  A PERSONAL  TOUCH 

With  a little  help... 

I do  just  fine  now 

Whenever  1 need  a little  help  with  daily  tasks,  the 
wonderful  staff  at  The  Lorelton  is  here  for  me.  As  an 
assisted  living  resident  I get  extra  help,  but  I still 
enjoy  my  independence.  My  apartment  is  bright  and 
spacious,  and  the  home-cooked  meals  are  absolutely 
delicious.  Best  of  all  is  my  peace  of  mind.  I just  love... 

LORELTON 

2200  WEST  FOURTH  • WILMINGTON,  DE  19805-3324 
SHORT  AND  LONG  TERM  INDEPENDENT  AND  ASSISTED  LIVING 

Call  today  for  details — (302)  573-3580 


CREATE  A MEDICAL 
BREAKTHROUGH. 

Become  an  Air  Force  physician  and  find 
the  career  breakthrough  you’ve  been 
looking  for. 

•No  office  overhead 

• Dedicated,  professional  staff 

• Quality  lifestyle  and  benefits 

• 30  days  vacation  with  pay  per  year 

Today’s  Air  Force  provides  medical 
breakthroughs.  Find  out  how  to  qualify 
as  a physician  or  physician  specialist. 

Call 

USAF  HEALTH  PROFESSIONS 
TOLL  FREE 
1-800-423-USAF 


MANAGEMENT  OF 
CERVICAL  PAIN 

WEDNESDAY,  OCTOBER  1 1,  1995 
1:00  P.M. -5;00P.M. 

DELAWARE  ACADEMY  OF  MEDICINE 
1925  LOVERING  AVENUE 
WILMINGTON,  DE  19806 


SPONSORED  BY 


MEDICAL  SOCIETY  OF  DELAWARE 


Accreditation 

The  Medical  Society  of  Delaware  is 
accredited  by  the  Accreditation  Council  of 
Continuing  Medical  Education  (ACCME)  to 
sponsor  continuing  medical  education  for 
physicians.  The  Medical  Society  of 
Delaware  designates  this  continuing  medical 
education  activity  for  3 . 5 credit  hours  in 
Category  1 of  the  Physician's  Recognition 
Award  of  the  American  Medical  Association. 

Conflict  of  Interest 

It  is  the  policy  of  the  Medical  Society  of  Delaware  to 
comply  with  the  ACCME  Standards  or  Commercial 
Support  of  Continuing  Medical  Education.  In  keeping 
with  these  standards,  all  faculty  participating  in 
continuing  medical  education  programs  sponsored  by 
the  Medical  Society  of  Delaware  are  expected  to 
disclose  to  the  program  audience  any  real  or  apparent 
conflict  of  interest  related  to  the  content  of  their 
presentation. 


ROBERT  J.  VARIPAPA,  M D. 
DENNIS  IVILL,  M.D. 
MICHAEL  G SUGARMAN,  M D 
PEGGY  ABRAMS,  M D. 
KARLB  LIND,  D C. 

WILL  PRESENT  THE  FOLLOWING  PRINCIPLES 
RELATING  TO  TREATMENT  OF  CERVICAL 
PAIN  IN  A WORKING  AGE  POPULATION: 


{ TAKING  A GOOD  HISTORY  AND 
PERFORMING  A THOROUGH 
PHYSICAL  EXAMINATION  OF  THE 
NECK  AND  UPPER  EXTREMITIES. 

\ THE  APPROPRIATE  USE  OF 
IMAGING,  EMG's  AND  OTHER 
DIAGNOSTIC  TOOLS. 

\ THE  ROLE  OF  EXERCISE  AND 
EXERCISE  MODALITIES  IN  THE 
MANAGEMENT  OF  NECK 
PROBLEMS. 

\ THE  ROLE  OF  SURGERY  FOR  NECK 
CONDITIONS. 

\ ALTERNATWE  THERAPY 
INCLUDING  ACUPUNCTURE, 
ACUPRESSURE  AND 
CHIROPRACTIC. 

FUNDED  BY; 

AmeriHealth  HMO,  Inc. 

Healthcare  Delaware 
American  Health  Alternatives 

Advance  registration  is  required  by 

September  29,  1995. 

FOR  MORE  INFORMATION 

Contact;  Richard  J.  Morris,  MD,  Program  Director 
or  Patricia  L.  Altemose 

(302) 777-6438 


Sne  wanted  muck  more 
tkan  a credit  line. 

Sk  e needed  a private  kanker. 
Wky  ^^Jdknington  Tmst? 


Not  just  tecause  we’re  consistently  rated  one  of  tke  strongest  financial 
institutions  in  tke  country.  But  kecause  we’ll  work  witk  you  to  create 
an  interactive  partnerskip  — one  tkat  allows  us  to  create  flexikle, 
innovative  solutions  for  your  unique  needs.  Your  Wilmington  Trust 
Private  Banker  will  not  only  arrange  for  customized  credit, 
kut  will  also  provide  for  your  financial,  tax  and  estate  planning, 
personal  trust  and  asset  management  needs. 

To  discuss  kow  we  can  meet  your  financial  needs, 
please  call  Halsey  Spruance  at  302-651-8081 . 


WILMINGTON  TRUST 


RADIOGRAPH  OF  THE  MONTH 


William  Woodard  MD 
Reza  Malek  MD 


A 23  year  old  male,  who  has  recently  immigrated  from  the  Philippines,  presents 
with  a two  week  history  of  productive  cough  and  chest  pain.  Chest  radiograph 
and  computed  tomography  are  obtained. 


Drs.  Woodard  and  Malek  are  Radiology  Residents  at  the  Medical  Center  of  Delaware  in  Neweirk. 
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Radiograph  of  the  Month 


Diagnosis:  Pulmonary  Cryptococcosis 

The  chest  radiograph  reveals  a right  upper 
lobe  opacity  and  a cavitary  right  lower  lobe 
opacity.  Nodular  lesions  are  seen  bilaterally  in 
the  lower  lungs.  CT  examination  confirms  the 
cavitary  nature  of  the  right  lower  lobe  opacity 
and  identifies  additional  nodules  in  the  left 
lung.  No  mediastinal  lymphadenopathy  is 
present. 

Cryptococcus  neoformans  has  a worldwide 
distribution  and  was  originally  described  by 
Zenker  in  1861.  The  organism  is  a nonmycelial 
budding  yeast  which  is  oval  in  shape  and 
measures  from  5 to  10  microns  in  diameter. 
The  majority  of  strains  are  encapsulated, 
although  there  are  strains  which  lack  a capsule 
and  are  smaller  in  size.  Disease  is  more 
commonly  caused  by  the  encapsulated  strain 
and  is  usually  isolated  from  soil  contaminated 
by  pigeon  excreta. 

Cryptococcosis  is  more  common  in 
immunocompromised  hosts.  The  organism  is 
thought  to  enter  the  lungs  via  inhalation  and 
then  can  spread  to  other  body  regions  via  a 
hematogenous  route.  The  central  nervous 
system  is  most  often  affected.  Neurologically 
silent  cryptococcal  meningitis  has  been 
reported  in  a high  percentage  of  AIDS  patients 
with  cryptococcal  pneumonia  should  be 
investigated  for  cryptococcal  pulmonary  infec- 
tions, and  it  has  been  recommended  that  AIDS 
patients  with  cryptococcal  meningitis,  even  if 
they  are  asymptomatic.  The  bones  and  soft 


Figure  2.  CAT  scan  image  through  lower  lobes. 
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tissues  are  less  commonly  affected.  Dissemi- 
nated disease  may  occur  without  the  presence 
of  abnormalities  on  the  chest  radiograph. 
Clinical  symptoms  of  pulmonary  cryptococcosis 
include  mildly  productive  cough,  low-grade 
fever,  and  chest  pain. 

Single  or  multiple  masses  or  nodules  are 
the  most  common  chest  radiographic  presenta- 
tion of  pulmonary  cryptococcosis.  These 
masses  or  nodules  are  more  commonly  found  in 
the  upper  lobes  and  may  cavitate.  Segmental 
pneumonia,  lymphadenopathy,  pleural  effu- 
sion and  miliary  disease  are  less  common 
presentations.  Khoury  et  al  found  adenopathy, 
cavitation,  and  pleural  effusions  to  be  limited 
to  compromised  hosts.  Noncompromised  hosts 
tended  to  have  a parenchymal  nodule  or 
nodules.  It  has  been  reported  that  interstitial 
opacities  are  the  most  frequent  presentation  on 
CT  examination  in  patients  with  AIDS  and 
proven  cryptococcal  pneumonia.  Postmortem 
studies  support  this  finding.  Sider  and 
Westcott  found  CT  examination  to  be  more 
sensitive  than  chest  radiography  in  detecting 
these  interstitial  infiltrates  as  well  as  other 
findings,  such  as  ill-defined  nodules  and  small 
pleural  effusions. 

As  the  radiologic  findings  can  be  nonspe- 
cific, correct  diagnosis  requires  transbronchial 
or  open  liing  biopsy.  Alternatively,  the 
detection  of  crypyococcal  antigen  in  the  serum 
can  be  used.  In  immunocompetent  individuals, 
cryptococcus  neoformans  usually  is  confined  to 
the  lungs  and  may  resolve  spontaneously. 


Figure  3.  CAT  scan  image  through  mid-lungs 
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Radiograph  of  the  Month 


Immunocompromised  hosts  require  fungicidal 
therapy.^ 
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COMING  THIS  FALL  TO  MED  CHI  --- 

|l  Sixth  Annual  Conference:  Diagnosis  and  Treatment  of 
Addictive  and  Mental  Health  Disorders  in  Specialty 
Populations 

SATURDAY,  OCTOBER  21,  1995 

PRESENTATIONS 

Diagnosis  and  Treatment  of  Addictive  and  Mental  Health  Disorders  in  the  Elderly 
Diagnosis  and  Treatment  of  Addictive  and  Mental  Health  Disorders  in  Women 
■agnosis  and  Treatment  of  Addictive  and  Mental  Health  Disorders  in  the  Developmentally 
Disabled 

agnosis  and  Treatment  of  Addictive  and  Mental  Health  Disorders  in  the  Minority  Patient 
Caring  for  the  Caregiver,  When  your  patient  is  a Physician 
The  Americans  with  Disabilities  Act  - Implications,  Enforcement 
ase  Review  Panel:  Participants  will  have  the  opportunity  to  discuss  cases  with  a panel  of 
addiction  experts. 

jgnosis  and  Treatment  of  Addictive  and  Mental  Health  Disorders  in  the  Hearing  Impaired 
agnosis  and  Treatment  of  Addictive  and  Mental  Health  Disorders  in  the  Pregnant  Patient 

— REGISTRATION  — 


ddress:_ 

tate 


Phone:  (_ 


:cl(  one  Med  Chi  member  $60 

Allied  Health  Professional  $40 


non  member  physician/Ph.D.  $100 
Medical  Student  NO  CHARGE 


Send  registration  with  check  or  money  order  payable  to  Med  Chi  to 

Sixth  Annual  Conference 
Physician  Rehabilitation  Program 
1204  Maryland  Avenue 
Baltimore,  MD  21201 


Medical  QfiB^ce  Suite 

Medical  office  suite  for  rent 
at  Christiana  Medical 
Center,  Newark.  1000  sq. 
feet.  Available  July  1,  1995. 
For  information  call: 

(302)  368-7444. 


13  YEARS  EXPERIENCE 

302-656-5555 

1 100  N.  Grant  Avenue  • Wilmington,  DE  19805 
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Fourth  Annual 


a 


Symposium  by  flie  Sea  1995 

A three-day,  educational  seminar  for  physicians 

October  20-22,  1995 
at  the  Rehoboth  Beach  Country  Club 
Rehoboth  Beach,  Delaware 


Friday,  October  20 


V'i’  i- 


H.  Pylori  and  Peptic  Ulcer  Disease 

Robert  M.  Strauss,  MD 
Assistant  Professor  of  Medicine 
Digestive  Diseases 
Emory  University  School  of  Medicine 

Recent  Advances  in  Abdominal  Imaging 

Frederick  B.  Murphy,  MD 
Associate  Professor  of  Radiology 
Emory  University  School  of  Medicine 


Saturday,  October  21 


Laparoscopic  Surgery  in  1995- 
Panacea  or  Technology  Run  Amuck 

Gene  Branum,  MD 
Assistant  Professor  of  Surgery 
Division  of  Gastrointestinal  Surgery 
Emory  University  School  of  Medicine 

Multispecialty  Panel  Case  Presentations- 
Gastroenterology,  General  Surgery,  Radiology 


Infectious  Diseases  Update-Understanding 
the  Impact  of  Antibiotic  Resistance 

Stephen  Schwarzmann,  MD 
Associate  Professor  of  Medicine 
Chief  of  Infectious  Disease 
Emory  University  Hospital 


^^■5-  Update-Current  Diagnosis  and  Treatment 

. . ■ , . Jeffrey  R.  Pine,  MD 
, - ’■  Associate  Professor  of  Medicine 
Pulmonary  and  Critical  Care 


Sunday,  October  22 


Hypertension  1995- 

Part  I:  The  Search  for  Secondary  Causes 

James  A Tumlin,  MD 
Assistant  Professor  of  Medicine 
Renal  Division 

Emory  University  School  of  Medicine 

Multispecialty  Panel  Case  Presentations- 
Infectious  Diseases,  Pulmonary  Medicine, 
Nephrology 


Preoperative  Medical  Evaluation 

Donald  C Davis,  MD,  PhD 
Associate  Professor  of  Medicine 
General  Internal  Medicine 
Emory  University  School  of  Medicine 


Credit:  The  Emory  University  School  of  Medicine  designates  this  continuing  medical  education  activity  for  12  credit  hours  in 
Category  1 of  the  Physician's  Recognition  Award  of  the  American  Medical  Association. 

Registration:  The  fee  for  this  three-day  conference  is  $175. 

For  registration  information  call  the  Emory  University  Office  of  CME  in 
Atlanta,  GA,  at  (404)  727-5695.  For  information  about  the  Lewes/Rehoboth 
area,  call  Beebe  Medical  Center  in  Lewes,  DE,  at  (302)  645-3499- 


. f 


Sponsored  by: 


H 


Beebe 

Medical 

Center 


Emory  university 
SYSTEM  OF  HEALTH  CARE 

Crawford  Long  Hospital  of  Emory  University 
Emory  University  Hospital 
The  Emory  Clinic 


EMORY  UNIVERSITY 
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The  Robert  W.  Woodruff  Health  Scier^ces  Center 
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Hypertension  1995- 

Part  II:  A Rational  Approach  to 

Accelerated  Hypertension 

James  A Tumlin,  MD 

Colonic  Polyps  and  Colorectal  Cancer  An  Update 

Robert  M.  Strauss,  MD 
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SPECIAL  ARTICLE 


A Practical  Office  Flow  Sheet  for  Cancer 
Screening  in  Adults 


Joel  Chodos  MD,  FACP 


Cancer  is  the  second  most  common  cause  of 
death  in  the  U.S.  adult  population  as  a whole  J 
Certain  common  cancers  can  be  effectively 
screened  for,  allowing  early  detection  and 
increased  chance  of  cure.  We  are  all  aware  that 
the  American  Cancer  Society  has  suggested 
guidelines  for  cancer  screening;  but  keeping 
track  of  such  guidelines  is  often  not  simple,  and 
implementing  them  in  day-to-day  practice  is 
often  overlooked  or  difficult  to  track.  Those 
patients  who  come  to  a physician  specifically 
for  cancer  screening  tests  are  often  not  the 
patients  who  need  the  tests  the  most,  but  the 
ones  who  are  the  most  anxious.  Screening  a 
broader  segment  of  the  population  and  being 
pro-active  as  physicians  are  important  to  the 
success  of  a screening  program  and  making  a 
true  impact  in  cancer  incidence  and  mortality. 
This  is  particularly  important  in  our  state, 
Delaware,  which  ranks  first  in  the  nation  in 
cancer  death  rates.  ^ 

Not  all  commonly  done  cancer  screening 
tests  have  been  proven  to  be  effective,  and 
different  medical  organizations  and  authori- 
ties have  different  opinions  and  recommenda- 
tions regarding  what  screening  tests  should  be 
done  and  who  to  screen.  The  American  Cancer 
Society  is  among  the  best  known  organizations 
which  publishes  cancer  screening  guidelines, 
and  such  guidelines  are  widely,  but  by  no 

Dr.  Chodos  is  a gastroenterologist  in  practice  in  Dover, 
Delaware. 
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means  unanimously,  accepted.  Among  testing 
that  has  been  scientifically  shown  to  be 
effective  in  decreasing  cancer  mortality  is 
mammography  for  breast  cancer,  flexible 
sigmoidoscopy  for  colon  cancer,^-^  and  PAP 
smear  for  cervical  cancer.  Stool  guaiac  testing 
has  some  evidence  supporting  a decrease  in 
colon  cancer  mortality  from  its  use  but  the 
evidence  is  not  as  firm  as  with  flexible 
sigmoidoscopy.^  The  value  of  PSA  testing  as  a 
screening  test,  although  widely  used  and 
widely  asked  for  by  patients,  is  still 
controversial  and  has  not  yet  been  shown  to 
decrease  prostate  cancer  mortality  in  con- 
trolled trials.® 

To  help  the  clinician  implement  screening 
in  a practical  and  reliable  way  in  the  office,  I 
have  devised  an  abbreviated  checklist  that  is 
designed  to  go  in  the  patient’s  permanent  chart 
and  make  it  relatively  simple  to  keep  track  of 
the  most  important  and  major  screening  tests 
on  an  ongoing  basis.  Not  all  recommended 
screening  tests  are  included  in  this  selected 
abbreviated  list.  The  form  also  emphasizes 
family  history  and  risk  factors.  Attention  to 
family  histoiy  and  personal  risk  factors  is  often 
overlooked  except  in  an  initial  visit  and  this  is 
a major  shortcoming.  Family  history  needs  to 
be  periodically  updated  as  do  personal  risk 
factors  (occupational  exposures,  habits).  Tar- 
geted screening  of  those  with  a family  history 
of  certain  neoplasms,  like  colon  and  breast 
cancer,  is  especially  fruitful  and  important. 
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CANCER  SCREENING  CHECKLIST 

(For  Asymptomatic  Adults) 

Name Sex  Birth  date  

Age  when  form  started  


RISK  FACTORS/FAMILY  mSTORY  CUpdate  Yearly) 

Smoking  Yes No Former  

Other  risk  faclois 


Family  Hx  Bixtast  Cancer 

Yes 

No. 

Details  (Age.  telaUon) 

Family  Hx  Colon  Cancer 

Yes 

.No. 

Details  (Age,  relation) 

Family  Hx  other  cantxirs 

Yes_ 

.No 

Details  (Age.  relation) 

1995 

1996 

1997 

1998 

1999 

MAMMOGRAPHY  * 

Ages  40-49  yrs.  every  2 yrs. 
Ages  50  and  over  every  yr. 

BREAST  EXAM  BY 
PHYSICIAN  OR  NURSE 

Ages  20-40  every  3 yeais 
Agtr  40  and  over  yeaiiy 

PAP  SMEAR 

Ages  18-40  eveiy  1-3  years 
Age  40  and  over  yeatiy 

COLON-RECTUM-PROSTATE 
Digital  Rectal  Examination 
and  Prostate  Exam 

yeaiiy  over  age  40 

PSA 

suggested  over  age  50 

FECAL  OCCULT  BLOOD 
Yeaiiy  ovrrr  age  50 

SIGMOIDOSCOPY- 

Over  agr-  50  eveiY  .3-5  yeais 

OTHER 

•Those  with  a positive  family  history  of  breast  cancer  may  need  screening  at  an  earlier  age  depending  on  age  of  onset  in  family. 


* *Those  with  a family  history  of  colon  cancer  or  polyps  may  need  a more  extensive  exam  than  just  a sigmoidoscopy,  and  screening 
in  these  individuals  may  need  to  be  started  at  an  earlier  age  than  50  depending  on  the  age  of  onset  in  family  mcmbeifs). 

J.  Chodot  MD.  Del  Med  Jri  September  1995.  Vol  6?  No.  9 


Special  Article 


The  form  (Figure  1)  is  designed  to  be 
reproduced  and  used  in  patient  charts 
routinely.  Using  colored,  heavy  stock  paper 
will  help  it  stand  out  in  your  chart.  The  form  is 
designed  to  help  make  records  more  “user 
friendly.” 

Screening,  when  performed  in  an  appropri- 
ate manner,  can  save  lives  in  very  real  terms, 
but  only  if  we  get  involved  and  get  our  patients 
involved.  Don’t  wait  for  the  patient  to  ask  for 
screening  tests.  Bringing  up  the  topic  to 
patients  in  a sensible  way  when  you  see  them 
in  the  course  of  other  visits  is  often  the  best 
way  of  getting  them  done  and  avoiding  the  “Fll- 
get-around-to-it-one-day”  type  of  thinking. 
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Papastavros’ 

Associates 

MEDICAL 


r\t  Papastavros’  Associates  Medical  Imaging 
Centers  our  skilled  professionals  are  committed  to 
providing  the  most  advanced  diagnostics  in  a 
caring  and  comfortable  atmosphere. 

We  are  dedicated  to  meeting  the  ever  changing 
needs  of  the  community  and  maintaining  the 
highest  quality  service  available  today. 

‘Tfie  quality  services  tHat  we  provide  include: 

♦ X-“Kay  ♦ M.'E.I.  Scanning  ♦ Ultrasound  ♦ 

♦ C.tZ.U.  Scan  ♦ ^Nuclear  Medicine  ♦ 

♦ Mammograpfiy  ♦ 

'Tu//  Service  Imaging  Centers  Located  at: 

♦ 1 701  Augustine  Cutoff  « 40  Polly  Drummond  Hill  Rd. 


Suite  100,  Bldg.  IV 

Suite  100,  Bldg.  4 

Wilmington,  DE  19803 

Newark,  DE  19711 

(J02)  652-3016 

(302)  737-5330 

Other  Convenient  Locations 

1508  Pennsylvania  Avenue 

655-4042 

2700  Silverside  Road 

47S-1100 

1805  Foulk  Road 

475-S036 

420  Christiana  Medical  Center 

3^^-3353 

1320  Philadelphia  Pike 

732-2523 

1941  Limestone  Medical  Building 

332-0502 

1502  Delaware  Street,  New  Casde 

328-1502 

2600  Summit  Bridge  Road 

836-8350 

16  Omega  Drive  Bldg,  B-89 

73S-5500 

5317  Limestone  Road 

^39-9415 

550  Stanton-Christiana  Road 

^33-9910 

314  E.  Main  St.,  Newark,  DE 

455-0775 

Quality,  Care  and  Service  Since 
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Lipid  Symposium 


Diagnosis  and  management 

OF  HYPERLIPIDEMIA  AND 
RELATED  DISORDERS 


Informative  presentations  by 
a distinguished  faulty 


Introduction 

Edward  M.  Goldenberg,  M.D.,  EA.C.C.,  Program  Chairman 

NCEP  Guidelines 

Dan  Rader,  M.D.,  Director  of  Lipid  Clinics, 

University  of  Pennsylvania  School  of  Medicine 


Endothelial  Function — Clinical  Implications  | ' 

Joseph  Loscalzo,  M.D. , Ph.D. , Chief  of  Cardiology,  | 

Boston  University  School  of  Medicine  ! 

I I 


Date: 

Saturday,  October  28, 1995 

Time: 

8:45  am  - 2:00  pm 

Place: 

MBNA  Conference  Center 
Newark,  Delaware 

Cost: 

$10 


Antioxidants — Are  They  Effective? 

Jay  W.  Heinecke,  M.D.,  Department  of  Medicine, 

Washington  University  School  of  Medicine 

Acute  Ischemic  Syndromes 

Valentin  Fuster,  M.D.,  Ph.D.,  Chief  of  Cardiology 

and  Director,  Cardiovascular  Institute,  Mount  Sinai  Medical  Center 

Triglycerides — ^When  to  Treat 

Stephanie  Kafonek,  M.D.,  Associate  Director  of  the  Lipid  Clinic, 
The  Johns  Hopkins  Medical  Institutes 


Postmenopausal  Estrogen  Therapy 

Roger  S.  Blumenthal,  M.D.,  The  Henry  Ciccarone  Center  for  the 
Prevention  of  Heart  Disease,  The  Johns  Hopkins  Medical  Instimtes 


Sponsored  by 


Registration  deadline  is  October  20.  For  more  information  or  to 
In  conjunction  with  register,  call  Miriam  Scherer  at  (302)  366-1929- 

ACAREaCXDGY 

'^CDNSU.TANTS  P.A. 

^ AMA,  AAFP,  AOA,  CEU  credits 


Or  An  OPEumoH 
Tkxni  Make 
You  fEEi  Bam 


As  an  Air  Force  Reserve  physician, 
you'll  experience  all  the  rewards  of 
providing  care.  And  then  some. 

Because  as  part  of  our  nation's  vital 
defense  team,  you'll  help  protect 
the  strength  and  pride  of  America. 

In  the  Air  Force  Reserve,  you'll  feel 
the  excitement  a change  of  pace 
brings  as  you  gain  the  prestige  of 
military  rank  and  the  privilege  of 
working  with  some  of  the  world's 
best  medical  professionals.  And, 
you  can  update  your  knowledge 
through  the  Air  Force  Reserve's 
wide  selection  of  continuing  edu- 
cational opportunities. 

With  our  new,  flexible  schedule 
programs,  it's  never  been  easier  to 
give  something  back  to  your 
country. 

The  Air  Force  Reserve.  It's  a great 
way  to  serve. 

CaU:  (800)282-1390 
Or  write  To: 

Kim  Mathew 
3720FetchetAve 
Suite  16 

AndrewsAFB,MD  20331-5157 


25-501-0009 


A GREAT  WAY  TO  SERVE 


who  says 
you  can’t  please 
all  the  people 
all  the  time? 


“It  bridges  the 
gap  between 
hospital 
and  home.” 
-Hal  Hockfield, 
M.D. 


“MedBridge  is 
a cost-efficient 
alternative  to 
acute  care.” 
-Jill  Noble, 
Case  Manager 


“I  was  back 
with  my  family 
in  18  days.” 
-Martin  Smith, 
Patient 


©1995  Manor  Healthcare  Corp. 


At  MedBridge,  we  think  we  can.  And  that’s 
one  reason  why  physicians,  case  managers 
and  patients  look  to  us  to  provide  alternatives 
to  acute  care  and  acute  rehabilitation. 

To  meet  their  needs,  we  have  an  interdisci- 
plinary team  care  conference  for  each  patient 
within  72  hours  of  their  admission.  This  way 
therapies  --  physical,  occupational,  speech 
and  respiratory - can  be  quickly  reviewed  and 
proceed  according  to  each  patient’s  physician- 
directed,  outcome-focused  care  plan. 

Plus,  in  weekly  care  conferences  these 
individualized  care  plans  are  reviewed,  up- 
dated and  managed,  so  most  of  our  patients 
return  home  in  an  average  of  25  days  or  less. 

No  wonder  health  care  professionals  and 
patients  turn  to  MedBridge  with  confidence. 
It’s  a cost-effective  alternative  to  post  acute 
recovery  that  makes  a lot  of  sense  in  the 
managed  care  environment. 

For  more 
information, 
please  call  us  at 
1-800-428-0141. 

A Division  Of  Manor  Healthcare  Corp 
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Medical  and  Physical 
Rehabilitation 


MedBridge  of  Leader  Pike  Creek 
5651  Limestone  Road,  Wilmingion,  DE  19808 
(302)  239-8583 


EDITORIAL 


National  Practitioner  Data  Bank 


E.  Wayne  Martz  MD 


The  Health  Care  Quality  Improvement  Act  of 
1986  established  the  National  Practitioner 
Data  Bank  (NPDB)  to  record  and  track  errant 
physicians.  Similar  data  beinks  had  been  in 
operation  for  many  years  prior  to  that,  rim  by 
the  American  Medical  Association  and  the 
Federation  of  State  Medical  Boards,  but  in  the 
view  of  many  of  the  critics  of  American 
medicine,  these  were  both  suspect  because 
they  were  conducted  by  the  medical  profession 
itself.  “Setting  the  fox  to  guard  the  hen  house” 
was  their  way  of  putting  it.  They  argued  that 
only  a government-run  agency  could  be 
impartial,  and  furthermore,  the  doctor’s 
definition  of  which  doctors  are  the  villains  was 
not  broad  enough.  In  general,  previous  data 
banks  covered  only  the  quarter  of  one  percent 
who  get  in  serious  legal  difficulty  each  year. 
They  wanted  a data  bank  that  covered  all 
possible  indicators  of  physician  misbehavior. 
Thus,  every  malpractice  settlement,  every  jury 
award,  every  change  in  hospital  privileges,  and 
every  licensing  board  action  should  be 
recorded. 

The  doctors  did  not  object  too  strongly.  If 
this  was  what  it  took  to  counter  the  critics  who 
made  their  living  by  conjuring  up  evil  and 
corruption  in  the  medical  profession,  so  be  it. 
So  in  September  1990  the  NPDB  began 
operation.  Now  in  1995  we  get  a look  at  the 
tabulated  results  of  three  and  a quarter  years 
of  NPDB  operation.  The  report  was  issued  in 
February  1995  from  the  Department  of  Health 
and  Human  Services,  Office  of  the  Inspector 
General  (June  Gibbs  Brown)  which  deals  with 
one  aspect  of  data  bank  operation,  hospital 
reporting  to  the  NPDB. 

As  you  know,  every  hospital  must  query 
the  Data  Bank  before  extending  staff 
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privileges  to  any  new  applicant  doctor,  and 
must  make  a follow  up  query  on  all  its  doctors 
every  2 years.  In  addition,  all  hospitals  must 
report  to  the  data  bank  all  adverse  (disciplin- 
ary) actions  that  affect  a practitioner’s  clinical 
privileges  for  more  than  30  days.  To  quote  the 
report  “Hospitals  that  fail  to  meet  their 
reporting  responsibilities  risk  losing  the 
liability  protection  afforded  their  professional 
review  activities  under  the  Health  Care 
Quality  Improvement  Act.  They  find  that  from 
September  1,  1990  to  December  31, 1993  about 
75  percent  of  all  hospitals  in  the  USA  never 
reported  an  adverse  action  to  the  data  bank.” 
Do  they  rejoice  that  so  many  hospitals  are 
doing  so  well?  On  the  contrary,  the  seem  to  feel 
there  must  be  some  dishonesty,  some  failure  to 
report,  and  call  for  a multi-million  dollar 
investigation.  Will  that  be  a simple  question- 
naire? Questions  like  “Is  it  true  you  have  not 
had  any  adverse  actions?”,  and  “Do  you  have  a 
staff  organization  that  deals  with  doctor 
discipline?”  No,  there  was  no  mention  of 
anything  simple  like  that,  which  might  give 
some  relevant  answers.  They  call  for  a national 
conference  to  focus  attention  on  this  problem, 
and  an  “in-depth  study  inqmry.” 

One  aspect  of  their  report  that  puzzles 
them  is  the  great  variability  in  non-reporting 
from  state  to  state,  ranging  from  South  Dakota 
with  93.2  percent  of  its  hospitals  non- 
reporting, to  New  Jersey  with  only  51.7 
percent  of  its  hospitals  non -reporting.  Median 
rate  was  76.4  percent.  During  the  period  under 
review,  6500  hospitals  submitted  3,154 
adverse  action  reports,  or  2.6  reports  per  1000 
hospital  beds.  Predictions  had  ranged  from 
5,000  to  10,000  adverse  actions  per  year.  Most 
such  predictions  were  extrapolations  from  a 
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single  paper  out  of  Harvard  based  on  a 
sampling  of  admissions  to  New  York  hospitals 
in  1984  which  claimed  1 percent  of  all 
admissions  were  improperly  treated  and  a 
fourth  of  these  died.  This  widely  quoted  paper 
now  appears  to  have  been  seriously  flawed; 
whether  by  sampling  error,  misreading  of 
records  or  truly  terrible  care  in  some  hospitals, 
is  not  clear. 

It  is  not  surprising  that  a state  like  South 
Dakota  should  have  few  adverse  actions.  There 
are  very  few  large  hospitals  with  well 
organized  medical  staffs.  There  are  relatively 
few  doctors  interested  in  settling  in  South 
Dakota.  Those  who  do  are  truly  dedicated  to 
their  patients  and  highly  valued  assets  in  their 
communities.  Nobody  is  going  to  take  adverse 
action  against  them  lest  they  leave,  (unless 
they  do  something  really  outrageous).  New 
Jersey,  on  the  other  hand,  has  been  a medically 
difficult  state  for  over  50  years,  with  a dearth  of 
University  medical  centers  striving  for 
excellence.  This  has  been  partly  due  to  a 
zealous  and  powerful  antivivisectionist  lobby 
that  stultifies  research,  making  it  very  difficult 
to  even  start  a medical  school.  But  it  is  a very 
populous  state  with  many  large  hospitals  and 
active  staff  disciplinaiy  committees.  They  have 
plenty  of  adverse  actions  to  report. 

There  are  in  the  report,  however,  some 
figures  that  would  bear  looking  into,  so  I 
decided  to  look  at  the  Delaware  statistics.  We 
are  listed  as  having  15  hospitals  with  a total  of 
2808  beds.  Individual  hospitals  are  not 
identified.  Of  These  hospitals,  10  have  never 
reported  an  adverse  action.  The  other  5 have 
reported  a total  of  11  actions.  I am  accustomed 
to  thinking  of  Delaware  as  having  7 hospitals: 


Medical  Center,  St  Francis,  Riverside,  Kent 
General,  Milford  Memorial,  Beebe  and 
Nanticoke.  All  have  active  staff  organizations 
and  I’m  sure  would  not  hesitate  to  discipline 
any  doctor  who  needed  it.  They  have  a total  of 
2500  beds.  Alfred  I DuPont  Institute  seems  to 
have  a different  t5q>e  of  staff  organization. 
They  actively  recruit  their  staff,  and  from  what 
I’ve  seen  in  interviewing  every  new  licensee  in 
Delaware  in  the  past  3 years,  they  have  done  a 
superb  job  of  recruiting  outstanding  young 
doctors.  Two  other  hospitals  of  major  size  in  the 
state  are  the  VA  and  Delaware  State  Hospital. 
I am  unsure  what  the  staff  organization  is  in 
those  hospitals  or  how  it  functions  in  taking 
disciplinary  actions.  The  10  hospitals  named 
come  veiy  close  to  having  the  2800  beds 
specified  for  the  state.  The  other  5 must  be  very 
small,  perhaps  with  little  staff  organization, 
very  few  if  any  doctors  in  private  practice,  and 
a low  probability  of  any  adverse  actions  to 
report  to  the  NPDB.  I’m  sure  you  can  come  up 
with  your  own  list  of  the  other  5 hospitals. 

Looked  at  in  this  sort  of  detail,  the  terrible, 
scandalous  figures  they  cite  don’t  look  so  bad 
after  all.  I would  venture  a guess  that  when 
they  finish  their  multi-million  dollar  study, 
they  will  find  that  the  bulk  of  the  hospitals 
failing  to  report  any  disciplinary  actions  in  the 
past  3 years  are  either  government  hospitals 
with  a captive,  hard-come-by  salaried  staff,  or 
small  special-purpose  hospitals  such  as 
psychiatric  or  chronic  care  with  only  a handful 
of  overworked  doctors  that  they  don’t  want  to 
lose.  The  principle  would  be  that  the  smaller 
the  hospital,  the  smaller  the  staff,  and  the  less 
desirable  the  staff  position,  the  less  likely  it  is 
that  there  will  be  any  adverse  actions  to  report. 


Mary  Ellen  Levenick  Richard  G.  Hollender,  RLA 
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Over  12  years  of  protecting 
Delaware  doctors-and  counting. 

Only  one  company  has  earned  the  right  to  serve  as  the  exclusive  endorsed 
insurer  of  the  Medical  Society  of  Delaware  for  more  than  a dozen  years. 

PHICO  Insurance  Company. 

It  adds  up  to  experience  and  commitment.  And  a special  relationship  that 
offers  many  benefits  to  Delaware  doctors. 

Like  a dividend  plan  that’s  returned  over  $1.2  million  to  physicians  so  far. 

And  a 15-percent  premium  discount  for  doctors  with  no  claims  in  a 36- 
month  period.  What’s  more,  a 25-percent  discount  off  first-year  rates  for 
“new”  physicians,  and  a 15-percent  credit  in  the  second  year. 

There’s  even  a 50-percent  discount  available  for  full-time  teaching  physicians. 

Why  not  join  the  more  than  12,000  physicians  across  the  country  that 
depend  on  PHICO  for  their  insurance  protection? 

To  learn  more,  contact  your  insurance  broker  or  our  Marketing  Department 
at  1-800-382-1378. 


exclusive  endorsed  insurer  of  the 
Delaware  Medical  Society 


The 


5 ! 


and  Enthusiasm. 


At  VNA,  we  know  a comfortable  environment  for 
rehabilitation  can  inspire  people  who  are  working 
to  get  back  on  their  feet  again.  And  this  knowledge  has  inspired  us  to  provide  you  with 
Specialty  Care  Services,  such  as  rehabilitation,  in  the  very  best  environment  possible.  Home. 
In  addition,  we  offer  you  highly  specialized  home  health  care  in  other  areas,  including 
I.V.  Therapies,  Oncology,  HIV/AIDS,  Obstetrics,  Neonatology  and  Pediatrics.  So  after  you’re 
discharged  from  the  hospital,  VNA’s  skilled  professionals  will  help  you  hit  the  ground  running. 

Which,  in  turn,  will  help  put  you  on  the  road  Visitin»-  Nurse 

to  recovery.  Call  (302)  323-8200  for  more  information...  Association 

we’re  on  call  and  listening  24  hours  a day.  |delaware|  of  Delaware 


COME  HOME  TO  VNA  SPECIALIZED  HEALTH  CARE. 


MALPRACTICE  CORNER 


Special  Malpractice  Program 


Frank  T.  Wharton 


Most  insurance  companies  offering  medical 
malpractice  coverage  have  indicated  a desire 
for  insureds  to  participate  in  a risk 
management  seminar.  There  is  a strong 
sentiment  that  claims  can  be  controlled  or  even 
eliminated  when  specific  proce- 
dures in  the  professional  prac- 
tice are  activated.  Nearly  all  of 
the  insurance  companies  are 
offering  premium  credits  on 
their  malpractice  premiums  for 
attendance  at  their  seminars. 

Many  give  credit  for  as  long  as 
three  years.  The  seminars  are 
designed  to  benefit  the  doctor, 
the  staff  and  the  patient. 

Claims  and  their  associated 
costs  (legal  expense  being  the 
principal  cost)  involve  several 
related  factors:  a litigious  social 
attitude,  (often  called  a “Lottery”  mentality) 
more  liberal  legal  interpretations  of  existing 
laws,  widespread  publicity  of  large  malpractice 
awards  and  a degree  of  de-personalization  of 
medical  services. 

The  seminars  usually  are  four  hours  in 
duration  and  involve  a myriad  of  subjects 
ranging  from  general  office  procedures  to 

Mr.  Wharton  is  the  vice-president  of  Medical  Society  of 
Delaware  Insurance  Services  (MSDIS)-Zutz/PLI  Insur- 
Eince. 


patient  relations.  Emphasis  is  placed  on  record 
keeping,  annotations,  staff  courtesy  and 
communication.  The  insurance  companies  will 
have  a lawyer,  claims  adjuster  and  insurance 
underwriters  in  attendance  to  present  the 
seminars.  The  question-and- 
answer  sessions  allow  for 
considerable  give  and  take  for 
those  in  attendance. 

Most  insurance  companies 
encourage  the  doctors  to  have 
their  office  staff  attend  these 
seminars.  They  recognize  that 
the  attitude  of  the  office  staff 
can  have  an  influence  on  the 
patient’s  decision  to  prosecute 
a claim  against  the  doctor. 
Many  malpractice  claims  oc- 
cur as  the  result  of  patients 
feeling  that  they  were  mis- 
treated by  staff,  and  these  feelings  translate  to 
allegations  of  unprofessional  conduct  on  the 
part  of  the  doctor. 

Although  most  risk  management  seminars 
are  presently  an  option  for  those  who  have 
malpractice  insurance,  it  is  conceivable  that 
soon  they  may  become  mandatory.  Some  states 
are  recognizing  the  seminars  and  authorizing 
continuing  education  credits  for  attendance. 
Doctors  need  to  be  aware  of  issues  and  matters 
that  cause  malpractice  claims,  and  risk 
management  seminars  are  an  effective  way  to 
inform  them. 


Risk  management 
and  control  are 
now  becoming  an 
important  part  of 
malpractice  in- 
surance. 
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The  Delaware  Heart  Group  presents 

Exercise  and  Dobutamine 
Stress  Echocardiography 

at  our  Glasgow  office 

Diagnostic  accuracy  comparable  to  stress  thallium 
Provides  Information  about  left  ventricular  size  and 
function,  not  obtainable  from  stress  thallium 
Less  expensive  than  stress  thallium 


The  Delaware  Heart  Group  includes: 
Joseph  T.  West,  MD 
James  T.  Hopkins,  MD 
Christopher  A.  Bowens,  MD 
Erik  S.  Marshall,  MD 


2600  Summit  Bridge  Road 
Suite  1 08 

Newark,  DE  19702 
302-834-3700 
302-731-7771 


Going  beyond  what's  expected  by 
combining  experience  & expertise. 

Because  your  patients  are  our  first  concern,  we  find  products  for 
the  patient.. .not  patients  for  the  product. 


We  Care...We*re  a Family  Too! 


(302)368-5300 

(609)299-3224 

(410)392-5300 


Rehabilitation  Consultants,  Inc. 

Physical  Therapy  • Occupational  Therapy  • Speech  Therapy 

Approved  by  Medicare,  most  Managed  Care,  HMO,  and  Major  Insurance  Plans 


Silverside  Road  Office 
Suite  105  Springer  Bldg. 
Concord  Plaza 


Call  302/478-5240  or  302/655-5877 


Baynard  Blvd.  Office 
2100  Baynard  Blvd. 
Wilmington 


3411  Silverside  Road 

“Marking  Our  25th  Year  of  Service  to  the  Greater  Wilmington  Area  1970  - 1995” 


“^Dumay 

feel  a little 
pinchr 


Healthcare  reform.  Managed  care. 
Changing  rules  and  regulations.  When 
you  consider  the  potential  impact  they 
could  have  on  your  practice,  you  may 
even  end  up  with  some  major  discomfort. 
Which  means  maintaining  your  financial 
stability  depends  on  careful  planning  and 
sound  management. 

Fortunately,  at  Belfint,  Lyons  & 
Shuman  we  understand  the  issues  unique 
to  your  profession.  So  we  not  only  provide 
traditional  accounting  expertise  but  also 
help  you  achieve  the  results  you  need  in 


all  aspects  of  your  practice.  Everything 
from  analyzing  hospital  and  physician 
employment  contracts  to  helping  you  plan 
a practice  merger. 

So  find  out  more  about  BL&S  services. 
Call  Dan  Protokowicz  at  (302)  655-8894. 
Because  with  our  help,  you  shouldn’t  feel 
a thing. 

200  West  Ninth 
Street  Plaza 
Box  2105 
Wilmington, 

Delaware 
19899 


BL 

&S 


BELFINT,  LYONS  & SHUMAN.  ACCOUNTING  AND  FINANCIAL  PLANNING  SERVICES  FOR  PHYSICIANS. 


Diagnostic  Imaging  Associates,  pa  i 
Celebrates  the  Centennial  Anniversary  of 
The  Discovery  of  x-rays 

Wilhelm  Conrad  Roentgen  discovered  x-rays  in  1895  and  the  modern  age  of  medical  imaging  began. 

We  celebrate  that  beginning  with  a continuing  commitment  to  medical  imaging  excellence  for  our  patients. 


Dr.  Myung  Soo  Lee,  Radiologist,  ABR,  Pediatric  & Musculoskeletal  Imaging 


The  development  of  diagnostic  imaging  is  one  of  the  most  relevant  scientific 
advancements  in  our  daily  lives.  Diagnostic  imaging  uses  Magnetic  Resonance  Imaging  and 
superfast  spiral  CT  scanning  techniques  to  create  highly  accurate  medical  imaging  studies. 

As  we  learn  more  about  the  new  aspects  of  the  disease  process  and  the  important  role 
the  new  modalities  play  in  their  diagnosis,  the  more  we  appreciate  the  Roentgenological  study 
and  the  impact  it  has  had  on  the  clinical  care  of  the  patient  since  its  discovery. 

Thanks  to  Wilhelm  Roentgen  the  medical  imaging  profession  is  heading  towards  a new 
frontier  in  the  twenty  first  century. 


Our  full  range  of  out-patient  services  includes: 

• High-field  MRI  • New  spiral  CT  scanning  • Ultrasound  including  color  doppler 
• Mammography  • Fluoroscopy  • Nuclear  Medicine  • General  X-ray 

Diagnostic  Imaging  Associates  has  seven  convenient  locations  in  New  Castle  County 
staffed  by  board  certified  radiologists  and  highly  trained  technologists.  Our  reports  are  sent 
promptly  via  fax  or  same  day  delivery  service.  Our  patients  are  scheduled  promptly  and  treated 
with  efficient,  personal  care. 

For  patient  information  and  central  sheduling:  302-425-4DIA 


Diagnostic  Imaging  Associates,  PA 

Omega  Imaging  Associates  • L-6  Omega  Professional  Center  • Newark  • 738-9300 

Omega  Magnetic  Resonance  Imaging  Center  • L-6  Omega  Professional  Center  • Newark  • 738-9300 

Omega  Nuclear  Diagnostic  Center  • K-15  Omega  Professional  Center  • Newark  • 368-8150 

Brandywine  Imaging  Center  • 701  Foulk  Road  • Suite  E-1  • Wilmington  • 654-5300 

Pike  Creek  Imaging  Center  • 3105  Limestone  Road  • Suite  106  • 995-2037 

Wilmington  Magnetic  Resonance  Imaging  Center  • 1020  Union  Street  • Wilmington  • 427-9855 

Omega  Medical  Center  • K-15  Omega  Professional  Center  • Newark  • 368-5100 


BOOK  REVIEWS 


The  Preteen’s  First  Book  About  Love,  Sex, 
and  AIDS,  by  Michelle  Harrison  MD, 
American  Psychiatric  Press,  Washington  D.C., 
1995,  97  pp.,  $15.95. 

Dr.  Harrison  is  a psychiatrist  who  teaches 
family  medicine  at  the  University  of  Medicine 
and  Dentistry  of  New  Jersey.  After  she  tried 
unsuccessfully  to  find  a book  with  which  she 
could  explain  sex  to  her  young  daughters  in  the 
way  she  wanted,  she  started  her  own 
explanation  to  them,  which  resulted  in  this 
book. 

The  introduction  sets  the  pace.  “If  you  are 
about  to  be  a teen,  some  important  questions 
are  on  your  mind: 

Who  will  love  me? 

Is  love  the  same  as  a crush? 

What  does  it  mean  to  be  sexual? 

Is  sex  the  same  as  love? 

Should  I have  sex? 

How  can  I be  safe  from  AIDS? 

Will  sex  make  me  feel  grown-up? 

Will  sex  make  me  happy? 

How  will  I know? 

Whom  can  I trust? 

Whom  will  I love?” 

In  simple,  nonpatronizing  language  the 
author  discusses  sex,  masturbation,  dating, 
rape,  incest,  homosexuality,  pregnancy,  and 
AIDS  (how  you  get  it  and  how  you  don’t). 

She  lists  the  reasons  for  sex: 

“For  sexual  feelings. 

For  intimacy. 

For  attraction. 

For  feeling  grown-up. 
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For  spite. 

For  babies. 

For  fear  (afraid  to  say  no). 

For  gifts. 

For  boredom. 

For  love.” 

And  she  quickly  makes  the  distinction  between 
love  and  sex. 

The  book  ends  with  the  plea,  ‘Don’t  be  too 
hard  on  your  parents.  They  are  still  recovering 
from  being  teens  themselves.” 

This  is  an  excellent  little  book  to 
recommend  to  your  patient-parents  to  help 
them  help  their  kids  get  it  right. 

David  Platt  MD 


Fear  of  the  Unknown,  Enlightened  Aid  in 
Dying,  by  Arthur  S.  Berger  and  Joyce  Berger, 
Praeger  Press,  Westport,  CT,  1995,  176  pp., 
$49.95. 

This  is  a most  unusual  book.  It  challenges  the 
health  care  community  to  communicate  more 
effectively  with  the  dying  patient  by  keeping 
open  the  possibility  that  there  is  survival  after 
death,  that  death  is  not  the  great  annihilator, 
but  that  the  mind  continues  after  death. 

Author  Arthur  S.  Berger  is  an  attorney, 
bioethicist,  and  president  of  the  Survival 
Research  Foundation  (to  investigate  post- 
mortem survival).  Coauthor  Joyce  Berger  is 
administrator  of  the  Survival  Research 
Foundation. 
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This  book  is  a summary  of  their  research. 
Here  are  some  of  the  chapter  titles:  Extra- 
Sensory  Perception,  Telepathy,  Out-of-Body 
Experiences,  Near-Death  Experiences,  Death- 
bed Visions,  Mental  Mediumship,  Reincarna- 
tion, and  Haunting,  Ghosts  and  Apparitions. 

Most  religions,  say  the  Bergers,  maintain 
that  some  vital  component  of  the  human  being 
will  continue  and  be  reembodied  after  death. 
This  has  been  reported  in  their  research  as  a 
light  radiating  from  the  dying  person,  a 
separation  of  consciousness  from  the  dying 
body.  In  reincarnation,  that  soul  inhabits  a 
different  body.  This  can  be  demonstrated  by 
spontaneous  recall  of  past  lives,  or  by  h3rpnotic 
regression. 

Through  the  chapters,  numerous  anec- 
dotal proofs  of  the  various  phenomena  are 
cited.  Finally,  the  authors  ask  themselves 
whether  they  are  convinced  personally.  Says 
Joyce  Berger,  “I  have  always  been  afraid  of 
death,  but  am  now  relieved  by  thoughts  of 
survival  and  reunion  with  my  loved  ones.”  Says 
Arthur  Berger,  “The  evidence  for  survival  and 
communication  after  death  may  be  too  strong 
to  be  ignored,  but  it  is  not  strong  enough  to  be 
convincing  for  me  — yet  it  remains  a 
possibility,  however  remote.”  Then  the  two 
authors  agree  that  regardless  of  what 
attending  physicians  think  personally,  if  they 
will  offer  their  dying  patients  the  possibility  of 
hfe  after  death  it  will  be  intensely  reassuring. 

If  you  want  to  order  a copy  of  this  book,  you 
may  do  so  by  phoning  1-800-225-5800. 

David  Platt  MD 


Achilles  in  Vietnam:  Combat  Trauma  and 
the  Undoing  of  Character,  by  Jonathan 
Shay  MD  PhD,  Macmillan  Publishing  Co,  New 
York,  NY,  1994,  246  pp. 

If  you  visit  the  Vietnam  Memorial  in 
Washington,  you  can  often  recognize  the  men 
and  women  who  served  in  Vietnam.  They  are 
the  ones  who  silently  and  reverently  walk  from 
panel  to  panel  peering  closely  at  the  engraved 
names.  They  may  pause  occasionally  to  let 
their  hand  rest  lightly  on  one  of  the  names. 
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Some  find  the  encounter  with  the  Memorial 
salutary  and  they  are  able  once  again,  albeit 
temporarily,  to  make  a bartered  peace  with  the 
past.  Others  remain  so  tortured  and  maimed 
psychologically  that  their  memories  of  combat 
in  Vietnam  still  bum  too  close  to  the  edges  of 
consciousness.  While  it  was  a nation  that  had 
sent  them  to  war,  they  now  grieve  alone.  The 
latter  are  the  focus  of  Jonathan  Shay’s 
extraordinary  book,  Achilles  in  Vietnam.  In 
this  book,  Shay  tells  of  the  forgotten  combat 
veterans  of  Vietnam  who  suffer  from  a little 
understood  and  often  misunderstood  condi- 
tion, post  traumatic  stress  disorder  (PTSD). 

In  a literary  tour  de  force,  Shay  deftly 
traces  an  imaginative  parallel  between 
Homei^s  Iliad  and  the  American  combat 
experience  in  Vietnam.  Despite  a gulf  of  2,700 
years,  Shay  argues  that  what  happened  to 
Agamemnon,  Achilles,  Patroklos  and  the  other 
Homeric  warriors  was  akin  to  the  experience  of 
battalion  commanders  and  the  “grunts”  in 
Vietnam.  His  central  thesis  is:  if  psychiatrists 
better  understand  the  Iliad  they  will  have  a 
deeper  appreciation  of  what  happened  to 
America’s  combat  veterans  in  Vietnam  and 
why  so  many  suffer  from  PTSD. 

This  reviewer  remembers  several  sleepless 
nights  of  palpable  terror  brought  on  by  the 
unmistakable  roar  of  “incoming”  North 
Vietnamese  rockets  and  mortar  shells  as  they 
thundered  into  our  encampment  in  Quangtri 
province.  But  that  was  only  a footnote 
compared  to  the  unimaginable  psychological 
trauma  inflicted  on  some  of  America’s  youth 
(and  young  they  were,  at  18  and  19  years  of 
age)  as  they  made  ceaseless,  treacherous 
patrols  and  forays  into  the  steamy,  inhospi- 
table jungles  of  Vietnam.  It  is  doubtful  that  few 
survived  those  incursions  into  the  Kafkaesque- 
like  world  without  some  psychological  scars. 

Shay,  a Boston  psychiatrist,  treats  Viet- 
nam veterans  with  PTSD  at  the  Boston 
Department  of  Veteran  Affairs.  He  estimates 
that  a distressing  250,000  combat  veterans  of 
Vietnam  suffer  from  PTSD.  Shay  believes  that 
the  roots  of  PTSD  lie  in  unresolved  and 
unshared  grief  Achilles,  in  the  Iliad,  serves  as 
the  archetype  of  the  combat  soldier  overcome 
with  grief.  Achilles  anguishes  about  the  death 
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of  his  companion  and  foster  brother,  Patroklos. 
Achilles’  grief,  as  in  many  combat  veterans 
affected  by  PTSD,  turns  to  rage  and  revenge. 
Shay  skillfully  shows  that  the  Homeric 
warriors  dealt  with  their  grief  through  a 
variety  of  interpersonal  and  group  activities. 
He  postulated  that  “thwarted  uncommunalized” 
grief  is  the  source  of  many  of  the  incapacitating 
psychological  injuries  seen  in  Vietnam  veter- 
ans. 

What  of  the  treatment  of  combat  veterans 
with  PTSD?  Can  they  be  cured?  Shay  believes 
that  the  critical  injuries  in  combat  related  to 
PTSD  are  moral  and  social.  Treatment  then 
must  be  directed  at  restoring  those  moral  and 
social  values  consumed  in  combat.  To  facilitate 
this,  therapists  should  be  trained  to  listen  to 
the  narratives  of  combat  veterans  while 
refraining  from  personal  judgments.  Shay  is 
pessimistic  about  a full  recovery  for  most 
veterans  suffering  from  PTSD. 

The  pain  and  the  bitterness  still  linger 
with  many  who  served  in  Vietnam.  The  writer 
Sydney  H.  Schanberg  has  said  “the  most 
important  thing  to  remember  about  that  war 
[Vietnam]  is  that  it  is  still  very  much  with  us.” 
I think  he’s  right  and  Shay’s  book  offers  stark 
proof  of  that. 

Achilles  in  Vietnam  will  be  illuminating  for 
mental  health  professionals  who  treat  patients 
with  PTSD;  it  will  surely  allow  some  Vietnam 
veterans  to  come  to  grips  with  their  still 
hidden,  silent  memories.  It  should  be  required 
reading  for  Washington  policy  makers  who  in 
the  future  contemplate  sending  American 
youth  into  combat  on  a far-flung  foreign  shore. 

James  F.  Daily  MD 


PHYSICAL  THERAPY 


at  Hockessin 


John  Bradley,  P.T.  Stephen  Rapposelli,  P.T. 

Professionals  Dedicated 
to  Your  PatienPs  Health 


T Thorough  Evaluation  & 
Treatment 

T Close  Contact  with 
Referring  Physician 
T Convenient  Location 
T Individualized  Attention  to 
Your  Patients 

T Rapid  Response  to  Referrals 

/a  ■■  ■■■'  ■■  ■ ■■  I ^ 


AmitaUt 
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720  Yorklyn  Road  T Suite  110  Hockessin,  De  19707 

(302)  234-2288 
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WOMENS  IMAGING  CENTED 


OB  GYX  ABDOMIISAL  AISD  BREAST  ULTRASOUND 
ENDOVAGINAL  SCANNING 

BREAST  ASPIRATION  OF  SOLID  AND  CYSTIC  MASSES 
UNDER  ULTRASONIC  GUIDANCE 

AMNIOCENTESIS 

CHORIONIC  VILLI  SAMPLING  PROGRAM* 

WITH  GENETIC  GUIDANCE  COUNSELING 

*AfHliated  with  the  Medical  Center  of  Delaware 
and  Jefferson  Medical  College 


J24-26  Omega  Drive 
riewark,  Delaware  19713 

(302)  738-9100 

HOURS:  Mon.  to  Fri.  SAM  - 5FM  • Wed.  SAM  - SFM  • Sat.  SAM  - IFM 
Radiology  Consultants: 

Steven  Edell,  D.O.,  F.A.C.R.  Christine  Dietrich,  M.D.  Barbara  Peters,  M.D. 

Susan  Barnes,  M.D.  Anthony  Scola,  M.D.  Anne  Lee,  M.D. 

Accredited  by  the  American  College  of  Radiology 


MSD  MONTHLY  ACTIVITIES 


Working  for  You: 
July  1995 


Leadership  Activities 

Anthony  L.  Cucuzella  MD  interviewed  on 
TV  Channel  12  regarding  Medicare 
Reform. 

Anthony  L.  Cucuzella  MD  participated  in  a 
Medicare  Town  Meeting  sponsored  by 
Representative  Michael  Castle. 

Meeting  with  the  Delaware  Academy  of 
Medicine  and  Bell  Atlantic  representatives 
to  discuss  teleconferencing  capabilities  for 
the  Academy. 

Stephen  S.  Grubbs  MD  and  Mark  Meister 
participated  in  a site  visit  conducted  by  the 
Institute  for  Health  Policy  Studies  (Uni- 
versity of  California,  San  Francisco) 
regarding  changes  of  health  care  delivery 
in  Wilmington. 

Garth  A.  Koniver  MD  and  Beverly 
Dieffenbach  met  with  United  Way  repre- 
sentatives regarding  1995  Physicians’ 
Campaign. 

Physicians’  Advocacy  Program  Activities 
Contract  Review  Service  has  expanded  to  a 
total  of  over  220  enrollees.  Worked  with 
AmeriHealth  and  HealthCare  Group 
regarding  the  new  contract  and  the  legal 
review.  AmeriHealth  review  sent  to 
enrollees  of  the  contract  review  service. 
Consulted  for  a physician  regarding 
establishing  a new  practice. 

Developed  Capitation  Seminar  to  be 
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offered  in  September. 

Met  with  networking  group.  Luncheon  and 
workshop  for  office  staffs  planned  for 
October. 

Met  with  representatives  from  Principal 
Health  Care  of  Delaware. 

Answered  various  inquiries  from  physi- 
cians and  staff:  release  of  records,  ADA 
accounts  receivable  management  and 
personnel  issues. 

Voluntary  Initiative  Program  Activities 

Referred  36  Medicaid  patients  to  VIP 
participating  physicians. 

Continuing  Medical  Education  Activities 

Sponsored  6 educational  activities  for 
Category  1 credit. 

Major  Meetings 

MSDIS  quarterly  Board  of  Directors 
meeting. 

Community  Health  Information  Network 
Planning  Meeting 

Physicians’  Health  Committee  Meeting 
Pharmacy  Committee  Meeting 
Insurance  Industry  Discussion  Group 
meeting 

DHCC  Monitoring  and  Oversight  Commit- 
tee meeting 

Budget  Committee  meeting 

Board  of  Trustees  meeting 

Delaware  Health  Data  Committee  meeting 
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© 1993  Poc  & Brown,  Inc. 

In  today’s  competitive  insurance  market,  you  have 
every  right  to  a professional  liability  insurance  company 
with  both  a lengthy,  effective  track  record  and  substan- 
tial financial  credentials. 

The  Physicians  Protector  Plan®  delivers. 

The  insurance  company  that  stands  behind  the  plan 
— one  of  the  CNA  Insurance  Companies  — has 
protected  physicians  and  surgeons  against  professional 
liability  claims  for  decades.  CNA’s  financial  strength 
and  claims-paying  ability  have  been  reflected  in  high 
ratings  by  the  top  four  independent  rating  services: 

A.M.  Best,  Standard  & Poor’s,  Moody’s,  and  Duff  & 

Phelps. 

CNn 

For  All  the  Commitments  You  Make® 


The  Physicians  Protector  Plan:  quality,  stability, 
expertise.  Contact  the  independent  agents  listed  below 
or  call: 

1-800-352-9218 

KT  & D,  Inc. 

Kevin  P.  Brady,  CIC,  Vice  President 
Wilmington,  Delaware 
1-800-942-4583 

PLI/Zutz,  Inc. 

Frank  T.  Wharton,  Vice  President 
Wilmington,  Delaware 
(302)  658-8000 


PHYSlClMplanr 

The  Physicians  Protector  Plan®  is  a trademark  of  Poe  & Brown,  Inc.,  Tampa,  Florida,  and  is 
underwritten  by  the  Continental  Casualty  Company  and  National  Fire  Insurance  Company  of 
Hartford,  two  of  the  CNA  Insurance  Companies. 


IN  BRIEF 


Ebola  Virus 

Excefpts  from  the  Centers  for  Disease  Control  and  Prevention  report: 

• An  epidemic  of  severe  hemorrhagic  fever  occurred  at  the  same  time  in  Zaire  and  Sudan  in  1976. 

• Ebola  virus  was  named  after  a small  river  in  Northwest  Zaire. 

• Is  a member  of  the  family  of  RNA  viruses. 

• The  origin  in  nature  of  Ebola  virus  remains  a mystery  at  present. 

• The  natural  host  for  this  virus  is  iinknown. 

• It  causes  hemorrhagic  fever. 

• Incubation  period  is  four  to  16  days. 

• Symptoms  include  fever,  chills,  headache,  muscle  aches,  loss  of  appetite.  As  the  disease 
progresses,  vomiting,  diarrhea,  abdominal  pain,  sore  throat  and  chest  pain  can  occur.  The  blood 
fails  to  clot  and  patients  may  bleed  from  injection  sites  as  well  as  internally  into  the  GI  tract  and 
internal  organs. 

• The  virus  is  spread  through  close  personal  contact  with  the  acutely  ill.  Person  to  person 
transmission  among  hospital  care  workers  or  family  members  caring  for  an  ill  person  infected 
with  Ebola  virus  have  been  observed  in  several  outbreaks.  The  virus  can  also  be  spread  through 
sexual  contact.  Contact  with  asymptomatic  individuals  is  unlikely  to  result  in  infection. 

• Laboratory  diagnosis  includes  detection  of  Ebola  antigen,  antibody,  or  genetic  material,  or  by 
isolation  of  the  virus  in  body  fluids  and  tissue  by  culture  techniques.  Diagnostic  tests  on  clinical 
specimens  are  performed  after  the  virus  in  the  specimen  is  killed  (inactivated).  All  testing  and 
research  on  Ebola  is  done  in  special  high-contaminant  laboratories  — maximum  containment 
facilities  with  bio-safety  Level  4. 

• The  virus  is  easily  destroyed  in  30  minutes  at  60°  C or  by  disinfectants. 

• At  present  there  are  no  vaccines  or  antiviral  therapeutic  agents  available. 

Did  You  Know? 

• EPA  Safe  Drinking  Water  Hotline  updates  and  interprets  information  on  EPA  regulations  and 
policies,  locates  technical  publications  and  guidance  documents,  and  recommends  sources  of 
public  education  and  information  materials.  It  can  also  provide  the  name  of  your  state 
certification  officer,  certified  to  test  for  drinking  water  parameters.  The  Hotline  is  available 
Monday  through  Friday,  8:30  a.m.  to  5:00  p.m.  EST  (excluding  federal  holidays).  Call  1-800- 
426-4791. 

• Picnics,  while  fun  for  all,  may  also  be  a source  of  problems.  Food  poisoning  is  one  of  them.  Please 
review  for  yourself  and  have  your  clients  review  the  correct  storage,  cooking  and  handling 
instructions  for  all  foods.  The  old  adage,  “Keep  hot  foods  hot  and  cold  foods  cold,”  really  is  the 
safe  way  to  avoid  problems. 

• Outdoor  activities  may  also  bring  you  into  contact  with  either  wild  or  domestic  animals.  Rabies 
in  land-based  domestic  and  wild  animals  is  still  a problem  in  Delaware.  Each  year  bites  inflicted 
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by  animals  to  humans  are  reported  to  the  Public  Health  Laboratory,  Virology  Section. 
Remember,  common  sense  is  the  byword  for  dealing  with  animals  you  don’t  know.  Have  all 
domestic  animals  vaccinated  for  rabies  and  keep  records  of  the  vaccination  on  hand.  For  more 
information  on  how  to  respond  to  an  animal  emergency  (bite  or  exposure  to  wild,  domestic  pets 
or  stray  animals)  contact  the  Public  Health  Laboratory  at  (302)  653-2870. 

Two  Seminars  to  be  Held  at  Alfred  I.  duPont  Institute 

The  7th  Annual  Pediatric  Infections;  Perspectives  1995  will  be  held  at  the  Alfred  I.  duPont  Institute, 
in  Wilmington,  Delaware,  on  September  14,  1995.  The  topics  will  include:  Evaluation  and 
Treatment  of  Head  and  Neck  Infections,  Hemolytic  Uremic  Syndrome,  Pediatric  HTV  Infection  and 
AIDS,  Evaluation  of  Patients  with  Recurrent  Infections,  Antibiotic  Use  and  Misuse  in  Children, 
Viral  Hepatitis  1995:  What’s  New  and  What  to  Do. 

In  addition,  the  1995  Neonatology  Conference  will  be  held  at  the  Alfred  I.  duPont  Institute  on 
Friday,  September  22, 1995,  from  8 a.m.  to  4 p.m.  For  more  information  on  either  program  call  (302) 
651-6750. 


This  is  what 
it  feels  like 
to  have 
asthma. 

Try  breathing  through  a 
th^  straw.  With  an  asthma 
attack  it’s  a fight  for 
every  breath  you  draw. 

Asthma  is  a serious  lung  disease  that 
can  affect  children  and  adults  at  any 
time.  An  attack  can  be  triggered  by 
such  diverse  causes  as  cold  air,  pets, 
tobacco  smoke,  dust,  and  stress.  The 
American  Lung  Association®  is  help- 
ing people  control  asthma  so  they  can 
lead  happy,  normal,  active  lives. 


It’s  a matter  of  life  and  breath® 


AMERICAN 


LUNG  ASSOCIATION  ® 

The  Christmas  Seal  People® 
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Delaware  Physicians  ’Advocacy  Program  announces: 


✓ Provides  better  imderstanding  of  managed  care  contracts 

✓ Helps  you  make  educated  decisions  regarding  yoim  practice 

Take  advantage  of  this  exciting  new  program  available  exclusively  to 
members  of  the  Medical  Society  of  Delaware. 

Call  Jana  L.  Siwek,  the  Physician’s  Advocate,  at  the 
Society  for  more  details. 

Remember:  Before  signing  any  contract,  review  terms  and  conditions  carefully. 


Managed  Care  Contract 
Review  Service 


Medical  Society  of  Delaware 
1925  Lovering  Avenue  Wilmington  DE  19806-2166 
320/658-7596,  800/348-6800, 658-9669  (fax) 
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Adopted  by  the  House  of  Delegates 
Friday,  November  18, 1994 


For  more  than  a decade,  the  Medical 
Society  of  Delaware  Insurance  Services,  Ii 
has  been  serving  the  insurance  needs  of  Delawi 
physicians,  their  families  and  office  staff — excl 
sively ! Unlike  our  competitors,  it’s  all  we  do. 
MSDIS  can  meet  your  insurance  needs  for  Me 
cal  Malpractice  Insurance,  Physicians  Office 
Liability  Packages,  Workers  Compensation, 
General  Liability,  Disability  Income,  Long  Tern 
Care,  Life  andHealth  Insurance.  You  canrelyi 
your  MSDIS  broker  for  unbiased  input  when 
determining  the  appropriate  levels  of  coverage: 
your  practice.  We  select  the  best  product  for  yi 
from  a variety  of  insurers. 


Plus,  as  a wholly  owned  subsidiary  of  The 
Medical  Society  of  Delaware,  The  Medicaj|| 
Society  of  Delaware  Insurance  Services,  Inc.  is ; 
only  insurance  group  thatprovides  dividends  to 
The  Society,  helping  to  support  programs  and 
efforts  on  behalf  of  Delaware  physicians. 


rotect  your  profession,  your  income  and  your  life  with  products  pre-screened  for  their  suitability  to  the  needs  of 
Delaware  ’ s medical  professionals  by  an  agency  that  really  understands  what  those  needs  are. 


Join  the  majority  of  Delaware  physicians  who  turn  to  MSDIS  for  their  insurance  needs. 


Call  302-571-0986  Today 


Medical  Society  of  Delaware  Insurance  Services  Inc. 
1925  Lovering  Avenue  •Wilmington,  DE  19806 
571-0986 


Insurance  Services  for  Delaware  Physicians 
Managed  by  Zutz/Professional  Liability  Insurance,  Iru 


BYLAWS  OF  THE  MEDICAL  SOCIETY  OF  DELAWARE 
Table  of  Contents 


1 Name 
1 Objectives 

1 Membership 

Classes  of  Membership 
Active  Members 
Associate  Members 
Life  Members 
Affiliate  Members 
Rights  and  Privileges  of  Members 
Limitation  of  Membership 
Dues  and  Special  Assessments 
Dues 

Assessments 

Delinquency 

Continuing  Medical  Education 
Termination  of  Membership 

3 Component  Societies 
Defined 
Charters 

Qualification  of  Members 
Limitations 
Delegates  and  Trustees 
Duties  of  the  Secretary  and  Treasurer 
Membership  in  Society  of  County  Other 
Than  That  of  Residence 
Membership  Where  Major  Office  and 

Residence  Are  in  Different  Coimties  or 
Districts 

Membership  as  Affected  by  Transfer  of 
Residence 
Letter  of  Transfer 

6 Officers 
Named 
Qualifications 
Election  and  Tenure 
Vacancies;  How  Filled 
Duties  in  General 
President 
President-Elect 
Vice  President 
Secretary 
Treasurer 

Speaker  of  the  House  of  Delegates 

8  House  of  Delegates 
General  Powers 
Composition 
Qualifications 
Conduct  of  Business 
Time  of  Meeting 
Vacancies  During  Meeting 


Special  Committees 

Nomination  of  Board  of  Medical  Practice 
Funds,  Annual  Dues  and  Special  Assessments 
Reporting  of  Proceedings 
Memorials  and  Resolutions 
Annual  Reports 

9 Reference  Committees 

Composition 

Duties  of  Reference  Committees 

10  Board  of  Trustees 

General  Powers 

Composition 

Meetings 

Election  and  Tenure 
Duties  of  Individual  Trustees 
Medical  Legal  Fimd 
Medical  Benevolence  Fund 

11  Judicial  Council 

Power 

Duties 

Separation  of  Powers 
Composition 

Qualifications  of  Members 
Vacancies 

13  Delegates  to  the  American  Medical 
Association 
Election  and  Terms 
Assumption  of  Office 

Vacancy  During  Elected  Term;  How  Filled 

13  Sessions  and  Meetings 

Annual  Session  of  the  Society 
General  Meetings 
Special  Sessions 

Right  of  Members  to  Participate  In 

Registration  Required 

Guests 

Papers  and  Addresses 
Meetings  of  the  House  of  Delegates  and  of 
the  Board  of  Trustees 
Rules  of  Order 

14  Finance 

Raising  of  Funds 
Fiscal  Year 
Supervision 

14  Committees  of  the  Society 
Named 

Elected  Committees 
Standing  Committees 


Medical  Society  of  Delaware  Bylaws 


1 


Special  Committees 
Ad  Hoc  Committees 
Required  Reports 
Qualifications  for  Members 
Election  and  Tenure 
Vacancies;  How  Filled 
Budget  and  Finance  Committee 
Committee  on  Ethics 
Bylaws 

Long  Range  Planning  Committee 
Medical  Liability  Insurance  Committee 
Medical  Review  Committee 
Nominating  Committee 
Physicians’  Health  Committee 
Publication  and  Editorial  Committee 
Public  Laws  and  Legislative  Action  Com- 
mittees 

Public  and  Professional  Education  and 
Advocacy  Committee 
Program  Committee 
Special  and  Ad  Hoc  Committees 

17  Investigative  and  Disciplinary  Proce- 
dures 

Charges  Against  Members 
Immunity  From  Liability 
Responsibility  to  the  Board  of  Medical 
Practice 

20  Ethical  Conduct 

20  Official  Publication 

20  Amendments 
Procedure 
Publicity 

20  Repeal  of  Previous  Bylaws  and  Motions 

21  American  Medical  Association  Prin- 
ciples of  Medical  Ethics 

21  Charter  of  the  Medical  Society  of 
Delaware 


Published  by  the  Medical  Society  of  Delaware 
1925  Lovering  Avenue,  Wilmington  DE  19806-2166 
302/658-7596;  800/348-6800;  302/658-9669  (fax) 

© Copyright  Medical  Society  of  Delaware  1995 


Medical  Society  of  Delaware  Bylaws 


BYLAWS  OF  THE  MEDICAL  SOCIETY  OF  DELAWARE 


ARTICLE  I 

Name 

The  name  of  this  organization  is  the  Medical 
Society  of  Delaware. 

ARTICLE  n 

Objectives 

The  goals  and  objectives  of  this  Society  are  to 
promote  the  science  and  the  art  of  medicine  among 
its  members  and  to  uphold  the  ideals  and  the 
ethical  principles  of  the  medical  profession.  Fur- 
thermore, this  Society  shall  strive  to  enhance  the 
betterment  of  the  public  health  and  to  enlighten 
the  public  at  large  on  medical  matters  of  general 
and  special  concern. 

ARTICLE  m 

Membership 

Section  1 

Membership  in  the  American  Medical  Associa- 
tion or  the  American  Osteopathic  Association  is 
mandatory  for  all  Medical  Society  of  Delaware 
members. 

Section  2 

Classes  of  Membership 

This  Society  consists  of  (a)  active  members,  (b) 
associate  members,  (c)  life  members,  d)  affiliate 
members. 

Section  3 
Active  Members 

Physicians  with  an  unrestricted  license  to  prac- 
tice medicine  and  surgery  who  are  registered  in 
the  State  of  Delaware  to  practice  medicine  in  all 
its  branches,  who  are  of  good  moral  character  and 
professional  standing  and  who  are  active  mem- 
bers in  good  standing  of  their  component  society 
shall  be  eligible  for  active  membership.  Active 
membership  in  the  State  Society  is  mandatory  for 
active  members  in  a component  society. 

Section  4 

Associate  Members 

Associate  members  of  the  Medical  Society  of  Dela- 
ware may  be  physicians  who  have  voluntarily 
discontinued  licensure  to  practice  medicine  and 
surgery  in  Delaware,  or  members  of  the  medical 
profession  serving  with  the  Armed  Forces  of  the 
United  States  or  employed  on  a full-time  basis  by 
a governmental  agency,  including  but  not  limited 
to  the  Veterans  Administration  and  the  United 
States  P\xblic  Health  Service,  provided  the  re- 
quired annual  dues  or  special  assessments  have 


been  received  timely  by  the  Treasurer  of  the 
Society.  Associate  members  have  aU  rights  and 
privileges  of  active  members,  except  as  provided 
elsewhere  in  these  Bylaws,  and  must  be  members 
in  good  standing  of  a component  county  medical 
society.  Associate  membership  in  the  State  Soci- 
ety is  mandatory  for  associate  members  in  a 
component  society. 

Associate  members  shall  be  required  to  pay  mem- 
bership dues  to  be  set  annually  by  action  of  the 
House  of  Delegates  upon  recommendation  of  the 
Budget  Committee. 

Section  5 
Life  Members 

The  life  members  are  all  those  active  or  former 
active  members,  who  may  or  may  not  continue  to 
be  licensed,  who  have  been  in  good  standing  in 
this  Society  or  other  state  societies  for  30  years  or 
more  and  who  are  70  or  more  years  old,  provided 
that  they  have  been  members  in  good  standing  of 
this  Society  for  at  least  five  years.  Life  members 
have  all  the  rights  and  privileges  of  active  mem- 
bers, but  they  shall  not  be  subject  to  the  payment 
of  annual  dues  and  special  assessments.  Life 
members  may  be  assessed  annually  an  amount  to 
defray  those  expenses  necessary  to  support  the 
activities  of  this  membership  category.  This  as- 
sessment is  to  be  set  annually  by  the  House  of 
Delegates  upon  recommendation  of  the  Budget 
Committee. 

Section  6 

Affiliate  Members 
Affiliate  members  may  be: 

(a)  medical  students,  interns  or  residents,  or 
postdoctoral  trainees  serving  in  an  accred- 
ited educational  program  recognized  by  this 
Society  and  other  hoxise  physicians  with  re- 
stricted licenses. 

(b)  former  members  of  this  Society  who  no  longer 
practice  and  reside  in  Delaware,  provided 
they  currently  maintain  active  membership 
in  the  state  medical  society  of  their  new  state 
of  residence. 

(c)  physicians  who  are  licensed  in  Delaware  but 
are  active  members  of  other  state  medical 
societies. 

Affiliate  members  may  be  required  to  pay  mem- 
bership dues  and  shall  enjoy  the  privileges  of  this 
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Society,  except  as  provided  in  Sections  7 and  8, 
without  the  right  to  vote  or  hold  office,  unless 
otherwise  specified  in  these  Bylaws. 

The  dues  for  affiliate  members  shall  be  set  annu- 
ally by  the  House  of  Delegates  upon  recommenda- 
tion of  the  Budget  Committee. 

Section  7 

Rights  and  Privileges  of  Members 
All  life  and  active  members  who  are  in  compliance 
with  the  provisions  of  these  Bylaws  and  with  the 
Principles  of  Medical  Ethics  of  the  American 
Medical  Association  shall  be  entitled  to  all  the 
rights,  benefits,  and  privileges  of  this  Society, 
including  the  right  to  register  at  sessions  of  the 
Society,  to  attend  and  participate  in  the  general 
meetings  held  therein,  to  vote,  and  to  hold  office, 
subject  to  the  qualifications  set  by  these  Bylaws. 
Associate  and  affiliate  members  who  pay  their 
dues  or  assessment  have  the  right  to  register  at 
sessions  of  the  Society,  and  attend  and  partici- 
pate in  the  general  meetings  held  therein,  but 
shall  not  be  entitled  to  vote.  Non-delinquent  mem- 
bers shall  be  entitled  to  receive  a copy  of  the 
Societ^s  official  publication  as  issued. 

Section  8 

Limitation  of  Membership 

Participation  in  the  Benevolence  Fimd  is  limited 
to  active,  associate,  and  life  members.  Member- 
ship shall  be  retained  as  long  as  compliance  with 
the  provisions  of  these  Bylaws  and  with  the  Prin- 
ciples of  Medical  Ethics  of  the  American  Medical 
Association  is  maintained. 

Section  9 

Dues  and  Special  Assessments 

(a)  Dues.  Annual  dues  shall  be  paid  on  or  before 
January  1 of  the  year  for  which  the  dues  are 
payable  in  the  amount  to  be  determined  an- 
nually by  the  House  of  Delegates.  Such  dues 
shall  be  paid  to  the  treasurer  of  the  member’s 
component  society  who  shall  by  the  tenth  of 
each  month  forward  to  the  Treasurer  of  this 
Society  dues  collected  from  members  during 
the  preceding  month.  Any  member  with  re- 
spect to  whom  dues  for  that  year  have  not 
been  received  by  the  Treasurer  by  April  1 
shall,  after  verification  of  said  delinquency 
and  notice  of  delinquency  has  been  duly 
mailed,  be  suspended  from  membership  in 
this  Society  until  such  time  as  the  current 
dues  are  received  and  the  records  of  the 
Society’s  central  office  with  respect  to  the 
pa)nment  of  dues  shall  beprima/ocie  evidence 
of  the  correctness  of  the  facts  stated  therein. 
The  dues  for  physicians  newly  elected  to  ac- 
tive membership  in  a component  society  after 


July  1 shall  for  the  year  of  their  election  be 
one-half  of  the  annual  dues  for  a member  of 
that  class. 

(b)  Assessments.  Special  assessments  shall  be 
levied  by  vote  of  two-thirds  of  the  members  of 
the  House  of  Delegates  present  and  voting  at 
a meeting  provided  that  notice  of  said  pro- 
posed assessments  shall  have  been  mailed  to 
each  member  of  the  House  of  Delegates  five 
days  prior  to  the  meeting  at  which  action  on 
the  proposed  assessment  is  to  be  taken.  Spe- 
cial assessments  shall  be  due  and  payable 
within  60  days  of  the  vote  to  assess,  and  a 
member  delinquent  in  the  payment  of  such 
special  assessment  shall  not  be  deemed  to  be 
in  good  standing. 

An  assessment  to  defray  the  expenses  of  a 
dues -exempt  membership  category  may  be 
set  annually  by  the  House  of  Delegates,  upon 
recommendation  of  the  Budget  Committee. 

(c)  Delinquency.  If  a member’s  dues  have  not 
been  received  by  the  Treasurer  by  April  1 or  if 
special  assessments  have  not  been  paid  within 
60  days  of  the  notification  of  such  special 
assessment,  a member  is  delinquent.  A mem- 
ber shall  forfeit  membership  in  the  Medical 
Society  of  Delaware  if  delinquent  dues  and 
assessments  are  not  received  by  this  Society 
within  30  days  after  notice  of  delinquency  has 
been  mailed  to  the  member’s  last  known  ad- 
dress by  the  Executive  Director  of  the  Medi- 
cal Society  of  Delaware. 

(d)  Active  members  of  the  Society  shall  be  ex- 
cused from  payment  of  annual  dues  and  spe- 
cial assessments  of  this  Society  as  long  as 
they  are  on  active  duty  with  the  Armed  Forces 
of  the  United  States.  These  members  shall 
pay  the  dues  for  the  year  in  which  they  are 
inducted  into  service  but  shall  not  pay  the 
dues  for  the  year  in  which  they  are  separated 
from  the  service. 

(e)  Active  and  Associate  members  of  this  Society 
who  retire  from  practice  before  the  age  of  70 
and  who  derive  no  part  of  their  income  from 
the  practice  of  medicine  shall  be  excused  fi*om 
the  payment  of  annual  dues  and  special  as- 
sessments of  this  Society,  provided  they  are 
similarly  excused  from  payment  of  dues  and 
assessments  of  their  component  coimty  soci- 
eties. To  enjoy  such  status  a physician  must 
have  been  a dues-paying  member  of  the  Soci- 
ety for  a minimum  of  five  years.  Such  dues- 
exempt  active  and  associate  members  may  be 
assessed  annually  an  amoimt  to  defi'ay  those 
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expenses  necessary  to  support  the  activities 
of  this  membership  category.  This  assess- 
ment is  to  be  set  annually  by  the  House  of 
Delegates  upon  recommendation  of  the  Bud- 
get Committee. 

Section  10 

Continuing  Medical  Education 
Active,  associate,  and  life  members  of  this  Society 
licensed  to  practice  in  Delaware  shall  be  required 
during  each  24-month  period  beginning  July  1, 
1993,  to  complete  at  least  40  hours  of  continuing 
medical  education  in  Category  1 courses  approved 
by  the  American  Medical  Association,  the  Ameri- 
can Osteopathic  Association,  or  specialty  societ- 
ies that  grant  accreditation. 

It  will  be  the  responsibility  of  each  physician  to 
furnish  satisfactory  evidence  of  completion  of  the 
continuing  medical  education  requirement  each 
biennium. 

Those  physicians  who  fail  to  fulfill  the  continuing 
medical  education  requirement  shall  be  suspended 
fi-om  membership  in  this  Society,  provided  the 
Executive  Director  has  given  such  members  60 
days’  notice.  The  suspension  will  be  for  a period 
not  to  exceed  one  year,  until  such  time  as  the 
requirements  of  this  Section  are  met  or  member- 
ship is  terminated.  The  suspended  member  shall 
not  be  entitled  to  exercise  any  of  the  rights  and 
privileges  of  membership  during  the  period  of 
suspension  but  will  still  be  liable  for  full  dues  and 
assessments. 

Section  11 

Termination  of  Membership 
The  membership  of  a member  of  this  Society  shell 
terminate  in  the  case  of  an  active,  associate,  or  life 
member  licensed  to  practice  in  Delaware  sus- 
pended pursuant  to  Section  10  of  this  Article  who 
has  not  completed  the  Continuing  Medical  Edu- 
cation requirements  by  the  end  of  a one-year 
period  of  suspension.  Any  member  whose  mem- 
bership has  been  terminated  by  reason  of  failure 
to  meet  the  requirements  of  Continuing  Medical 
Education  shall  be  reinstated  to  membership  if, 
after  meeting  all  other  requirements  for  rein- 
statement such  as  the  payment  of  delinquent 
dues  or  assessments,  evidence  has  been  submit- 
ted that  all  requirements  for  Continuing  Medical 
Education  for  a current  period  have  been  met. 

Membership  in  this  Society  will  terminate  upon 

(a)  termination  of  membership  in  a component 
society  for  any  reason  whatsoever  or,  (b)  failure  to 
pay  dues  and  assessments  within  30  days  after 
notice  of  such  delinquency.  Any  person  whose 
membership  has  been  terminated  for  failure  to 
pay  a delinquent  assessment  will  be  reinstated 


without  any  break  in  continuity  of  membership 
upon  payment  of  the  delinquent  assessment  in 
full  before  December  31  of  the  assessment  year. 

Appeals  to  the  requirements  of  Sections  9 and  10 
and  this  section,  based  on  hardship  or  disability, 
may  be  made  to  the  Judicial  Covmcil  of  the  Medi- 
cal Society  of  Delaware,  which  in  turn  will  make 
a recommendation  to  the  Board  of  Trustees. 

ARTICLE  IV 

Component  Societies 

Section  1 

Defined 

The  component  societies  of  this  Society  consist  of 
those  medical  societies  representative  of  the  medi- 
cal profession  of  a county  which  hold  charters 
from  this  Society  that  are  in  full  force  and  effect. 

Section  2 

Charters 

(a)  All  charters  issued  by  this  Society  continue  in 
full  force  and  effect  until  revoked  as  provided 
hereafter.  This  Society,  however,  shall  have 
the  right,  without  revoking  a charter,  to  sus- 
pend some  or  all  of  the  rights  and  privileges  of 
a component  society  for  the  causes  and  in  the 
manner  hereinafter  provided. 

(b)  The  Board  of  Trustees,  with  the  approval  of 
the  House  of  Delegates,  may  charter  as  a 
component  society  a medical  society  repre- 
sentative of  the  medical  profession  of  a coxinty 
as  circumstances  may  dictate  or  as  seems 
desirable. 

(c)  The  Board  of  Trustees  may,  in  its  discretion, 
revoke  the  charter  of  or  suspend  any  or  all  of 
the  rights  of  a component  society  which,  in 
the  opinion  of  the  Board  of  Trustees: 

(1)  fails  to  pay  prior  to  April  1 annually  the 
assessments,  regular  or  special,  levied  on 
its  members; 

(2)  fails  to  investigate  any  charges  preferred 
against  any  of  its  members  which,  if  true, 
would  be  cause  for  society  discipline,  or 
fails  to  institute  or  to  conduct  in  a proper 
manner  disciplinary  proceedings  where  a 
complaint  has  been  filed  in  proper  man- 
ner and  form; 

(3)  fails  to  execute  a disciplinary  sentence 
imposed  on  a member  as  a result  of  disci- 
plinary proceedings  conducted  in  accor- 
dance with  the  requirements  of  these 
Bylaws; 
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(4)  willfully  refuses  or  fails  to  obey  or  foUow 
policy,  rule  of  conduct,  or  course  of  action 
regularly  and  validly  enunciated  by  the 
House  of  Delegates,  whether  appearing 
in  these  Bylaws  or  by  resolution  or  other- 
wise; or 

(5)  commits  any  act  which  is  contrary  to  or 
inconsistent  with  the  objectives  of  this 
Society. 

The  Board  of  Trustees  shall  have  jurisdiction  to 
revoke  a charter  or  to  suspend  any  or  all  of  the 
rights  of  a component  society  only  if: 

(1)  a hearing  is  held  at  which  the  accused  society 
has  a full  and  complete  opportimity  to  be 
heard  in  its  own  defense; 

(2)  at  least  two  weeks  prior  to  the  hearing,  notice 
is  given  to  the  affected  society  as  to  the  time 
and  place  of  the  hearing  and  as  to  the  alleged 
derelictions  of  the  society  which  will  be  the 
subject  of  the  heeiring;  and 

(3)  two-thirds  or  more  of  the  Board  of  Trustees 
vote  to  suspend  the  rights  or  privileges  or  to 
revoke  the  charter  of  the  affected  society.  The 
Board  of  Trustees  in  its  decision  may  provide 
conditions  under  which  the  affected  society 
will  be  restored  to  good  standing  in  this  Soci- 
ety and  can  resume  the  exercise  of  all  rights 
and  privileges  of  component  societies. 

A component  society  whose  rights  or  privileges  or 
whose  charter  has  been  suspended  or  revoked  by 
the  Board  of  Trustees  shall  have  the  right  to 
appeal  to  the  House  of  Delegates  at  its  next 
session  and  the  decision  of  the  House  of  Del- 
egates, delegates  from  the  affected  society  not 
being  permitted  to  vote  on  the  matter,  shall  be 
final.  Pending  the  determination  of  the  House  of 
Delegates,  the  decision  of  the  Board  of  Trustees 
shall  be  given  full  force  and  effect. 

Section  3 

Qualification  of  Members 

Subject  to  the  provisions  of  Section  4 of  this 
Article,  each  component  society  is  the  sole  judge 
of  the  qualifications  of  its  members  and  the  accep- 
tance of  applicants  is  wholly  at  the  pleasure  of  the 
component  society.  A component  society  may  cre- 
ate classes  or  t)q)es  of  membership  in  addition  to 
the  t)Tpes  of  membership  of  this  Society,  but  only 
such  members  of  the  component  society  as  pos- 
sess the  qualifications  required  by  these  Bylaws 
are  members  of  this  Society. 


Section  4 

Limitations 

Component  societies  are  subject  to  the  following 

limitations: 

(a)  The  Bylaws  of  this  Society,  and  the  amend- 
ments thereto  that  may  be  adopted  in  the 
future,  are  the  supreme  law  of  the  component 
societies.  Insofar  as  the  constitution  or  by- 
laws of  a component  society  are  contrary  to  or 
inconsistent  with  the  Bylaws  of  this  Society, 
the  constitution  or  bylaws  of  the  component 
society  are  void  and  of  no  effect. 

(b)  The  constitution  or  bylaws,  or  any  amend- 
ments thereto,  of  a component  society  shall 
not  become  effective  imtil  approved  by  the 
Board  of  Trustees  of  this  Society.  If  a pro- 
posed constitution  or  bylaws  or  any  amend- 
ments thereto  are  disapproved  by  the  Board 
of  Trustees,  the  affected  society  may  appeal 
to  the  House  of  Delegates  at  its  next  regular 
session  and  the  Board  of  Trustees  must  act  on 
the  matter  according  to  the  instructions  of 
the  House. 

(c)  A component  society  may  admit  to  active 
membership  or  continue  in  such  membership 
only  those  who: 

(1)  are  licensed  to  practice  medicine  in  all  its 
branches  in  the  State  of  Delaware; 

(2)  reside  or  practice  in  the  territorial  juris- 
diction of  the  society,  except  as  the  By- 
laws of  this  Society  may  otherwise  provide; 

(3)  abide  by  the  Code  of  Ethics  of  the  Ameri- 
can Medical  Association;  and 

(4)  do  not  practice  or  claim  to  practice  any 
system  of  sectarian  medicine  or  healing. 

(d)  A component  society  may  expel,  suspend, 
censure,  or  otherwise  discipline  members  for 
such  causes  and  under  such  procedure  eis  is 
stated  in  the  societies  constitution  and  by- 
laws. Any  member  against  whom  such  charges 
are  being  preferred  must  receive  a copy  of  the 
charges,  must  be  given  at  least  10  days  to 
prepare  a defense,  and  must  be  permitted  to 
attend  a hearing  which  is  held  so  that  the 
member  is  afforded  a full  opportimity  to  be 
heard  and  to  present  a defense,  to  present 
witnesses  and  other  evidence,  to  cross  exam- 
ine witnesses,  and  to  rebut  evidence  pre- 
sented to  sustain  the  charges.  However,  a 
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component  society,  if  its  constitution  or  by- 
laws so  provide,  may  suspend  from  member- 
ship any  member  in  arrears  with  respect  to 
dues  for  four  months  or  more,  and  may  expel 
such  member  if  said  delinquency  has  existed 
for  one  year  and  four  months,  without  giving 
notice  or  holding  a hearing  as  above  provided. 
A member  against  whom  disciplinary  action 
has  been  voted  by  a component  society  shall 
have  the  right  to  appeal  to  the  Judicial  Coun- 
cil of  this  Society  and  eventually  to  the  Judi- 
cial Council  of  the  American  Medical 
Association  under  such  rules  as  those  two 
bodies  may  adopt.  However,  the  disciplinary 
action  voted  by  the  component  society  shall 
remain  in  full  force  and  effect  during  the 
pendency  of  such  appeal  or  appeals. 

Section  5 

Delegates  and  Trustees 

(a)  Each  component  society  is  entitled  at  an  ap- 
propriate annual  meeting  to  elect  one  del- 
egate and  one  alternate  to  the  House  of 
Delegates  of  this  Society  for  each  10  mem- 
bers, or  major  fraction  thereof,  of  the  compo- 
nent society  who  are  members  of  this  Society. 
Regardless  of  the  total  number  of  active  mem- 
bers, each  component  society  is  entitled  to 
elect  at  least  one  delegate  and  one  alternate. 
Only  persons  who  have  been  members  in  this 
Society  for  two  or  more  years  immediately 
and  continuously  preceding  their  election  are 
eligible  for  election  as  delegates  or  alter- 
nates. The  delegates  and  alternates  shall  be 
elected  for  two-year  terms.  If  a component 
society  so  desires,  it  may  elect  one-half  of  its 
delegates  and  alternates  each  year. 

Component  societies  shall  elect  trustees  for 
two-year  terms.  Each  component  society  is 
entitled  at  an  appropriate  annual  meeting  to 
elect  one  trustee  for  each  100  members,  or 
fraction  thereof,  of  the  component  society  who 
are  members  of  this  Society.  Regardless  of  the 
total  number  of  active  members,  each  compo- 
nent society  is  entitled  to  elect  at  least  two 
trustees. 

(b)  The  secretary  of  a component  society  must 
give  the  active  members  of  that  society  at 
least  10  days’  written  notice  of  the  time  and 
place  of  the  holding  of  the  annual  meeting  at 
which  officers,  delegates  and  trustees  will  be 
elected.  Within  10  days  after  the  holding  of 
the  annual  meeting  and  its  resulting  elec- 
tions the  secretary  of  the  component  society 
shall  certify  the  resxolts  of  the  election  to  the 
Secretary  of  this  Society.  On  or  before  April  1 
annually  the  secretary  of  each  component 
society  shall  send  a list  of  delegates  and 


trustees  from  the  society  to  the  Secretary  of 
this  Society. 

(c)  If  a delegate  or  trustee  elected  by  a compo- 
nent society  dies,  resigns,  ceeises  to  be  a mem- 
ber in  good  standing  of  the  society,  becomes 
disabled,  or  for  any  other  reason  cannot  as- 
sume the  duties  of  the  office,  or  will  be  absent 
from  the  session  of  the  House  of  Delegates  of 
this  Society,  the  president  of  the  component 
society  may  appoint  another  active  member 
to  serve  in  the  member’s  stead  during  the 
balance  of  the  term  or  during  the  disability  or 
absence,  as  circumstances  may  call  for.  As 
soon  as  practicable  after  the  appointment, 
the  president  of  the  component  society  shall 
notify  the  Secretary  of  this  Society  of  this 
action. 

Section  6 

Duties  of  the  Secretary  and  Treasurer 
The  secretary  of  each  component  society  shall 
keep  a roster  of  its  members,  grouping  the  mem- 
bers according  to  type  of  membership  held.  With 
respect  to  each  member,  the  roster  shall  contain 
the  full  name,  address,  date  of  birth,  professional 
college  and  date  of  graduation,  the  date  the  phy- 
sician was  licensed  to  practice  in  this  state,  and 
such  other  information  as  the  Secretary  of  this 
Society  may  require.  The  secretary  shall  also 
keep  a list  of  licensed  physicians  practicing  within 
the  jurisdiction  of  the  society  who  are  not  mem- 
bers. In  keeping  such  records  the  secretary  shall 
note  any  change  in  the  personnel  of  the  profession 
by  death  or  by  removal  and  shall  so  notify  the 
Secretary  in  such  form  as  may  be  required.  The 
treasurer  shall  forward  by  the  tenth  of  each  month 
to  the  Treasurer  of  this  Society  dues  and  assess- 
ments collected  from  members  in  the  preceding 
month,  together  with  such  data  as  may  be  re- 
quired by  the  Society.  The  treasurer  shall  promptly 
notify  the  Secretary  of  losses  of  membership, 
giving  the  causes  in  individual  cases. 

Section  7 

Membership  in  Society  of  Coimtv  Other  Than 
That  of  Residence 

Physicians  living  on  or  near  a county  line  may  be 
elected  to  membership  in  that  component  society 
whose  meetings  will  be  most  convenient  for  them 
to  attend,  if  the  action  is  agreeable  to  the  compo- 
nent society  embracing  the  county  in  which  the 
physician  resides. 

Section  8 

Membership  Where  Major  Office  and  Residence 
Are  in  Different  Counties  or  Districts 
Physicians  who  have  a major  office  or  professional 
practice  in  one  county  and  reside  in  another  county 
have  the  option  of  applying  for  membership  in  the 
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component  society  having  jiirisdiction  of  either 
county,  if  the  action  is  agreeable  to  both  affected 
component  societies. 

Section  9 

Membership  as  Affected  by  Transfer  of  Residence 
A physician  who  holds  membership  in  the  Medi- 
cal Society  of  Delaware  through  one  component 
cormty  society  who  moves  to  another  location  in 
the  state  where  there  is  a different  component 
society  is  eligible  for  membership  in  the  new 
component  society  upon  presentation  of  a letter  of 
transfer  and  satisfactory  evi-dence  that  dues  have 
been  paid  and  that  the  member  is  otherwise  in 
good  standing.  Such  a physician,  however,  shall 
lose  membership  in  the  Medical  Society  of  Dela- 
ware six  months  after  such  a change  of  residence 
unless  proper  application  is  made  and  accepted  in 
the  county  society  to  which  the  move  is  made. 

Section  10 

Letter  of  Transfer 

When  a member  in  good  standing  in  a component 
society  moves  to  another  coimty,  a letter  of  trans- 
fer shall  be  given  without  cost  upon  request.  The 
member  must  assume  such  financial  obligations 
as  shall  be  deemed  proper  by  the  component 
society  to  which  transfer  is  being  made.  The  name 
of  a physician  requesting  a letter  of  transfer  shall 
be  retained  on  the  original  roster  until  notice  of 
the  physician’s  admission  to  another  component 
society  shall  have  been  received,  except  that  if 
such  notification  is  not  received  within  six  months 
of  the  issuance  of  the  letter  of  transfer,  member- 
ship in  such  component  society  shall  cease. 

ARTICLE  V 

Officers 

Section  1 
Named 

The  officers  of  this  Society  are  the  President, 
President-Elect,  Vice  President,  Secretary,  Trea- 
surer, Speaker  of  the  House  of  Delegates,  and 
Executive  Director.  The  Executive  Director  shall 
be  a member  ex-officio  without  vote  of  all  elected, 
standing  and  special  committees,  and  shall  not  be 
subject  to  the  rules  of  qualification,  election,  and 
tenure  that  apply  to  other  officers  within  these 
Bylaws. 

Section  2 

Qualifications 

Only  persons  who  have  been  a member  in  good 
standing  of  this  Society  for  at  least  five  years 
immediately  preceding  their  election  are  eligible 
for  election  as  an  officer  of  this  Society.  Any 
person  known  to  have  solicited  votes  for  or  sought 
after  any  office  within  the  gift  of  this  Society  shall 


be  ineligible  for  any  office  within  two  years  after 
the  commission  of  said  offense. 

Section  3 

Election  and  Tenure 

At  the  annual  session,  the  House  of  Delegates 
shall  elect  for  the  ensuing  year  all  the  officers.  All 
officers  shall  assume  office  at  the  conclusion  of 
the  annual  meeting  and  shall  serve  until  the 
corresponding  session  of  the  following  annual 
meeting.  The  President,  President-Elect  and  Vice 
President  may  be  permitted  to  serve  two  succes- 
sive annual  terms  in  office. 

Section  4 

Vacancies:  How  Filled 

If  the  President  dies,  resigns,  is  removed,  or 
becomes  disqualified,  the  President-Elect  shall 
succeed  to  the  office  vacated  with  all  the  preroga- 
tives and  duties  pertaining  to  the  office  of  Presi- 
dent and  shall,  for  the  unexpired  term,  also  retain 
all  the  prerogatives  and  duties  pertaining  to  the 
office  of  President-Elect.  If  the  President-Elect 
dies,  resigns,  is  removed,  or  becomes  disqualified, 
the  Vice  President  shall  succeed  to  the  office  of 
President-Elect  with  all  the  prerogatives  and 
duties  pertaining  to  the  vacated  office.  If  the  office 
of  Vice  President  becomes  vacant  for  emy  reason, 
it  shall  remain  vacant  until  the  next  session  of  the 
House  of  Delegates.  Vacancies  created  by  death, 
resignation  or  removal  of  officers  and  vacancies  in 
contingencies  not  herein  provided  for  shall  be 
filled  by  the  President  and  confirmed  by  the  Board 
of  Trustees  for  the  unexpired  portion  of  the  term. 

Section  5 

Duties  in  General 

In  addition  to  the  rights  and  duties  provided 
elsewhere  in  these  Bylaws  or  as  custom  or  parlia- 
mentary usage  may  require,  the  officers  shall 
have  the  rights  and  duties  respectively  assigned 
to  them  in  the  succeeding  sections  of  this  Article. 

Section  6 

President 

The  President  shall  be  the  chief  executive  officer 
of  the  Society.  It  shall  be  the  President’s  duty  to 
preside  at  all  general  meetings  of  the  Society,  of 
the  Board  of  Trustees;  to  have  general  and  active 
management  of  the  business  of  the  Society;  to  see 
that  all  orders  and  resolutions  of  the  Society, 
House  of  Delegates,  and  Board  of  Trustees  are 
carried  into  effect;  to  execute  all  contracts  and 
agreements  authorized  by  the  Society,  House  of 
Delegates,  or  Board  of  Trustees;  to  make  such 
appointments  of  personnel  as  are  authorized  and 
to  act  as  official  spokesman  of  the  Society;  to 
deliver  an  address  at  such  time  as  may  be  ar- 
ranged; to  act  as  the  leader  of  the  profession  in  the 
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state  and  to  personally  visit  at  least  once  during 
that  year  of  office  each  component  society;  to 
assist  the  Trustees  in  building  up  the  component 
societies  and  making  their  work  more  practical 
and  useful;  to  serve  as  a member  of  all  standing 
and  special  committees,  to  make  an  annual  report 
to  the  House  of  Delegates;  and  to  appoint  all 
committees  not  otherwise  provided  for. 

Section  7 

President-Elect 

The  President-Elect  shall  assist  in  the  discharge 
of  the  President’s  duties  and  may  officiate  during 
the  absence  of  the  President.  The  President-Elect 
shall  be  prepared  to  assume  the  responsibilities 
of  the  presidency  without  delay  upon  the  expira- 
tion of  the  President’s  term. 

Section  8 

Vice  President 

The  Vice  President  shall  also  assist  in  the  dis- 
charge of  the  President’s  duties  and  may  officiate 
during  the  absence  of  the  President  and  the  Presi- 
dent-Elect. The  Vice  President  shall  be  prepared 
to  assume  the  responsibilities  of  the  President- 
Elect  without  delay  upon  the  expiration  of  the 
Vice  President’s  term. 

Section  9 

Secretary 

The  following  rights  and  duties  devolve  on  the 
Secretary: 

(a)  to  keep  minutes  in  separate  record  books  of 
the  proceedings  of  the  general  meetings  of  the 
Society,  of  the  meetings  of  the  Board  of  Trust- 
ees, and  of  the  meetings  of  the  House  of 
Delegates; 

(b)  to  be  the  custodian  of  the  Societ)^s  seal; 

(c)  to  notify  members  of  meetings,  officers  of 
their  elections,  committees  of  their  appoint- 
ments and  duties,  and  to  send  all  notices 
required  by  these  Bylaws  or  by  the  order  of 
the  House  of  Delegates  or  the  Board  of  Trust- 
ees, or  by  law; 

(d)  to  keep  a register  of  all  component  societies; 
their  respective  officers  and  of  all  members  of 
the  Society.  The  Secretary  shall  transmit  a 
copy  of  the  members  of  the  Society  to  the 
American  Medical  Association,  notifying  the 
Secretary  of  the  American  Medical  Associa- 
tion monthly  of  the  names  of  new  members 
and  the  names  of  those  dropped  from  the 
membership  register  diiring  the  preceding 
month; 


(e)  to  provide  for  the  registration  of  members 
and  delegates  at  sessions  of  the  Society  and  of 
the  House  of  Delegates  and  to  keep  a record  of 
such  registration; 

(f)  to  keep  a register  of  all  licensed  practitioners 
of  the  state  by  county,  noting  the  status  of 
each  in  relation  to  the  proper  component 
society; 

(g)  to  be  the  custodian  of  all  record  books  and 
papers  of  the  Society  except  such  as  properly 
belong  to  the  Treasurer; 

(h)  to  serve  as  Secretary  of  the  Board  of  Triistees 
and  as  a member  of  the  Pubhcation  Commit- 
tee; 

(i)  to  report  annually  to  the  House  of  Delegates; 

(j)  to  aid  the  Board  of  Trustees  in  the  organiza- 
tion and  improvement  of  the  component  soci- 
eties and  in  the  extension  of  the  usefulness  of 
this  Society; 

(k)  to  distribute  printed  copies  of  new  and 
amended  Bylaws  to  members;  and 

(l)  to  perform  such  other  duties  as  may  be  re- 
quired by  the  Board  of  Trustees  or  House  of 
Delegates. 

The  Secretary  may  act  as  one  of  the  two  required 

signatories  for  disbursement  of  funds. 

Section  10 

Treasurer 

The  following  rights  and  duties  devolve  on  the 

Treasurer: 

(a)  to  serve  as  a member  of  the  Board  of  Trustees 
and  of  the  House  of  Delegates; 

Cb)  to  charge  on  the  books  of  this  Society  the  dues 
of  each  member  and  to  demand  and  receive  all 
funds  due  the  Society,  including  bequests  and 
donations,  to  deposit  same  in  a depository 
approved  by  the  Board  of  Trustees  and  to 
keep  an  accurate  record  thereof  as  well  as  of 
funds  disbursed  by  the  Society; 

(c)  to  pay  money  out  of  the  treasury  by  order  of 
the  House  of  Delegates  or  the  Board  of  Trust- 
ees and  countersigned  by  the  Secretary  or  the 
Executive  Director; 

(d)  under  the  supervision  of  the  Board  of  Trust- 
ees to  invest  the  Society’s  funds; 
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(e)  after  receiving  the  recommendation  of  the 
Board  of  Trustees,  to  sell,  mortgage,  or  lease 
any  property  belonging  to  the  Society  and  to 
execute  the  necessary  legal  documents  there- 
fore, 

(f)  to  subject  the  Society’s  accounts  to  such  an- 
nual examination  as  the  Board  of  Triistees 
may  order; 

(g)  to  render  to  the  House  of  Delegates  an  ac- 
coimt  of  work  accomplished  and  funds  held; 
and  to  make  in  writing  such  other  reports  as 
the  House  of  Delegates  or  the  Board  of  Trust- 
ees may  require; 

(h)  to  give  bond  in  such  sum  as  may  be  fixed  by 
the  Board  of  Trustees,  the  premium  on  such 
bond  to  be  paid  by  the  Society;  and 

(i)  to  require  that  insurance  policies  be  pur- 
chased as  needed  to  protect  the  Society  and 
its  Executive  Director  against  claims  alleg- 
ing bodily  injury  or  property  damage  arising 
out  of  the  Society’s  activities.  This  policy 
should  also  include  protection  against  hbel, 
slander,  defamation,  false  arrest,  alienation 
of  premises,  and  other  perils. 

Section  11 

Speaker  of  the  House  of  Delegates 

The  following  rights  and  duties  devolve  on  the 

Speaker: 

(a)  to  preside  at  all  sessions  of  the  House  of 
Delegates,  and  perform  such  duties  as  cus- 
tom and  parliamentary  usage  require; 

(b)  to  appoint  reference  committees  and  refer- 
ence committee  chairs  to  hear  all  resolutions 
and  reports  referred  by  the  House  of  Del- 
egates; 

(c)  The  Speaker  is  entitled  to  vote  only  when  the 
vote  is  by  ballot  and  in  case  of  a tie  in  an  open 
vote. 

ARTICLE  VI 

House  of  Delegates 

Section  1 

General  Powers 

All  legislative  powers  of  the  Society,  including  the 
power  to  alter,  amend  or  repeal  these  Bylaws,  are 
vested  in  emd  reside  in  the  House  of  Delegates, 
which  alone  shall  have  authority  to  determine  the 
policies  of  the  Society,  except  as  action  may  be 
taken  by  virtue  of  a referendiim  of  the  members  of 
this  Society  as  provided  in  Article  XI,  Section  2.  It 


shall  elect  (1)  all  the  officers,  (2)  such  delegates  to 
the  American  Medical  Association  as  the  Society 
may  be  entitled  to,  and  (3)  the  elected  committees. 
Except  as  provided  in  Article  VIII,  Section  1,  the 
House  of  Delegates  shall  have  the  exclusive  au- 
thority to  hold  and  to  vote  all  corporate  shares  of 
stock  of  any  of  the  Society’s  subsidiary  corpora- 
tions. 

Section  2 

Composition 

The  House  of  Delegates  shall  be  composed  of  (1) 
delegates  elected  by  the  component  societies,  each 
component  society  being  entitled  to  elect  one 
delegate  for  every  10  active  members  in  good 
standing  as  of  Jxme  1,  or  major  fraction  thereof, 
provided  each  component  society  shall  be  entitled 
to  elect  at  least  one  delegate;  (2)  the  President, 
President-Elect,  Vice  President,  Secretary,  Trea- 
surer, Speaker  of  the  House  of  Delegates,  all  Past 
Presidents,  the  elected  Trustees,  the  AMA  Del- 
egates, the  alternate  AMA  Delegates,  the  presi- 
dents of  the  county  medical  societies  and  the 
editor  of  the  Society’s  official  publication. 

Section  3 

Qualifications 

To  be  seated  in  the  House  of  Delegates,  a member 
must  have  been  in  good  standing  in  this  Society 
for  the  immediately  preceding  two  years. 

Section  4 

Conduct  of  Business 

The  House  of  Delegates  in  its  deliberations  shall 
be  presided  over  by  the  Speaker.  In  the  Speaker’s 
absence,  a Speaker  Pro-Tern  may  be  appointed  by 
the  President.  Forty  members  shall  constitute  a 
quorum  for  the  transaction  of  business.  The  Sec- 
retary shall  record  the  proceedings.  The  House  in 
its  meetings,  whether  in  regular  or  special  ses- 
sion, shall  proceed  with  the  order  of  business  set 
by  the  Secretary.  At  smy  meeting,  however,  the 
House  by  specific  motion  may  change  the  order  of 
business  previously  set  by  the  Secretary  and  pro- 
ceed thereunder  in  accordance  with  the  terms  of 
the  motion. 

Section  5 

Time  of  Meeting 

The  House  of  Delegates  shall  meet  in  regular 
session  on  the  first  day  of  the  annual  session  and 
may  adjourn  from  time  to  time  as  may  be  neces- 
sary to  complete  its  business  provided  that  the 
hours  of  meeting  shall  conflict  as  little  as  possible 
with  the  general  meetings.  It  shall  meet  during 
special  sessions  in  accordance  with  the  terms  of 
the  call.  A special  meeting  of  the  House  of  Del- 
egates may  be  called  at  the  President’s  discretion 
and  must  be  called  by  the  President  on  the  written 
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petition  of  the  Board  of  Trustees,  or  of  10  mem- 
bers of  the  House  of  Delegates,  or  of  25  members 
of  the  Society. 

Section  6 

Vacancies  During  Meeting 

If  any  component  society  is  without  representa- 
tion at  the  close  of  the  roll  call  of  any  meeting  of 
the  House  of  Delegates,  the  active  members  reg- 
istered in  attendance  from  that  component  soci- 
ety may  select  from  among  themselves  a number 
equcil  to  the  number  of  delegates  to  which  the 
component  society  is  entitled  and  the  persons  so 
selected  shall  act  and  function  as  delegates  at 
that  meeting.  If,  at  the  close  of  a roll  call,  a 
delegate  is  absent  and  an  alternate  is  present, 
said  alternate  shall  be  seated  for  that  meeting  of 
the  House  of  Delegates  and  any  adjourned  meet- 
ing thereof,  even  though  the  delegate  may  later  be 
present. 

Section  7 

Special  Committees 

The  House  of  Delegates  may  appoint  committees 
composed  of  any  members  of  the  Society  for  spe- 
cial purposes,  or  it  may  provide  for  such  commit- 
tees and  authorize  the  appointment  by  the 
President  of  members  of  the  Society  to  such  com- 
mittees. Except  for  the  Physicians’  Health  Com- 
mittee, such  committees  shall  annually,  prior  to 
the  annual  session,  place  in  the  hands  of  the 
Secretary  for  transmittal  to  the  House  of  Del- 
egates, a report  in  writing  of  their  activities  dur- 
ing the  year,  and  members  of  such  committees 
may  participate  in  discussion  and  debate  relative 
to  their  reports,  but  unless  committee  members 
are  delegates  they  shall  not  have  the  right  to  vote. 

Section  8 

Nomination  of  Board  of  Medical  Practice 
Not  later  than  the  last  day  of  each  calendar  year 
the  House  of  Delegates  shall  submit  to  the  gover- 
nor of  the  state  under  the  Society’s  seal  and  signed 
by  the  Secretary  of  the  Society  a list  of  five  mem- 
bers for  each  anticipated  vacancy  on  the  Board  of 
Medical  P’ractice,  recommending  that  the  gover- 
nor fill  vacancies  on  the  Board  from  the  names  so 
submitted. 

Section  9 

Funds.  Annual  Dues  and  Special  Assessments 
The  House  of  Delegates  shall  have  final  control  of 
all  funds  and  investments  of  this  Society  except  as 
a specific  deed  of  trust  or  bequest  may  provide 
otherwise.  The  House  of  Delegates  shall  deter- 
mine annually  the  dues  to  be  paid  to  the  Society. 
If  it  deems  the  course  expedient,  it  may  designate 
an  annual  per  capita  assessment  for  the  ensuing 
year  different  in  sum  from  that  provided  by  Ar- 


ticle III,  Section  9,  of  these  Bylaws,  and  it  may,  if 
it  deems  the  action  necessary  or  advisable,  levy  in 
addition  a special  per  capita  assessment. 

Section  10 

Reporting  of  Proceedings 

The  Secretary  shall  cause  a summary  of  the  pro- 
ceedings of  the  House  of  Delegates  to  appear  as 
soon  as  practicable  after  a meeting  in  the  Society’s 
official  publication. 

Section  11 

Memorials  and  Resolutions 
No  memorial  or  resolution  can  validly  be  issued  in 
the  name  of  this  Society  unless  adopted  by  the 
House  of  Delegates. 

Section  12 

Annual  Reports 

All  officers,  the  Board  of  Trustees,  and  the  chairs 
of  all  committees  shall  prepare  and  submit  for  the 
consideration  of  the  House  at  the  annual  session 
reports  in  writing  concerning  their  activities  dur- 
ing the  past  year. 

ARTICLE  Vn 

Reference  Committees 

Section  1 

Composition 

The  Speaker  of  the  House  of  Delegates  shall 
appoint  from  the  members  of  the  House  of  Del- 
egates reference  committees  which  shall  consist 
of  not  less  than  four  members.  The  chair  of  each 
reference  committee  shall  be  appointed  by  the 
Speaker.  These  committees  shall  serve  only  dur- 
ing the  session  for  which  they  are  appointed. 

Section  2 

Duties  of  Reference  Committees 
Each  reference  committee  must  report  to  the 
House  of  Delegates,  favorably  or  unfavorably, 
upon  each  resolution  or  report  referred  to  it.  A 
majority  of  the  members  of  the  committee  will 
constitute  a quorum  for  reference  committee  pur- 
poses. Resolutions  received  within  the  21  days 
prior  to  the  House  of  Delegates  meeting  shall  be 
referred  by  the  Speaker  to  an  appropriate  refer- 
ence committee,  which  shall  decide  whether  or 
not  the  resolution  shall  be  presented  to  the  House. 
If  the  reference  committee  decides  that  the  mat- 
ter is  of  an  emergency  nature,  it  shall  be  pre- 
sented to  the  House  without  further  consideration 
or  recommendation.  Favorable  action  on  such  a 
resolution  shall  require  the  affirmative  vote  of 
three  quarters  of  all  delegates  present  and  voting. 
Before  such  vote,  the  Speaker  shall  determine 
that  a voting  quorum  is  present.  Any  resolution  or 
report  to  be  offered  before  the  House  of  Delegates, 
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except  the  report  of  the  Nominating  Committee, 
must  be  referred  first  to  a reference  committee  for 
study  and  report.  No  other  exception  can  be  made 
to  this  section  without  the  imanimous  consent  of 
the  House  of  Delegates.  Reference  committees 
may  summon  officers,  members,  or  employees  of 
the  Society  for  such  information  as  may  be  needed 
to  formulate  their  conclusions  and  recommenda- 
tions. A member  of  a reference  committee  who 
wishes  to  make  a minority  report  must  refrain 
from  signing  the  majority  committee  report  and 
must  notify  the  other  members  of  the  reference 
conunittee  of  such  intentions  while  it  is  in  execu- 
tive session  and  prior  to  the  presentation  of  the 
majority  report  to  the  House  of  Delegates. 

ARTICLE  Vm 

Board  of  Trustees 

Section  1 
General  Powers 

The  Board  of  Trustees  shall  carry  out  the  man- 
dates and  policies  of  this  Society  as  determined  by 
the  House  of  Delegates  or  by  referendum  or  initia- 
tive measures.  Subject  only  to  the  provisions  of: 

(a)  these  Bylaws, 

(b)  resolutions  or  enactments  of  the  House  of 
Delegates,  and 

(c)  measures  adopted  by  initiative  or  referen- 
dum among  the  voting  members  of  the  Soci- 
ety, the  Board  of  Trustees  has  full  and 
complete  power  and  authority  to  perform  all 
acts  and  to  transact  all  business  for  the  Soci- 
ety and  to  manage  and  conduct  all  of  the 
property,  affairs,  work,  and  activities  of  the 
Society,  except  that  the  House  of  Delegates 
shall  have  sole  authority  to  exercise  the  vot- 
ingrights  of  the  shares  of  stock  of  the  Society’s 
subsidiary  corporations.  Provided,  however, 
if  a vacancy  in  a subsidiar3^s  Board  of  Direc- 
tors occurs  while  the  House  of  Delegates  is 
not  in  session,  the  Board  of  Trustees  may  fill 
the  vacancy  by  voting  the  stock  of  the  subsid- 
iary for  the  purpose  of  filling  the  vacancy  until 
the  next  meeting  of  the  House  of  Delegates. 

The  Board  of  Trustees  shall  authorize  the  em- 
plo)nrnent  and  define  the  duties  of  the  Executive 
Director.  The  Executive  Director  shall  be  respon- 
sible for  the  administration  and  duties  of  the 
staff.  The  Executive  Director  may  act  as  one  of  the 
two  required  signatories  for  disbursement  of  funds. 

The  President  of  the  Society  with  the  concurrence 
of  the  Board  of  Trustees  shall  each  year  appoint 


an  Executive  Committee  to  review  and  make 
recommendations  on  Society  business  and  to  act 
on  routine  matters.  This  Executive  Committee 
may  not  set  policy,  act  upon  any  fiscal  matters  or 
supervise  components  in  any  way.  There  shall  be 
no  fewer  than  five  members,  and  they  shall  in- 
clude the  President,  the  President-Elect,  the  Vice 
President  and  the  immediate  Past  President. 
This  committee  may  act  for  the  Board  of  Trustees 
as  above  or  on  business  specifically  designated  to 
the  committee  by  the  Board  of  Trustees. 

Section  2 

Composition 

The  Board  of  Trustees  shall  consist  of: 

(a)  the  Trustees  elected  by  the  component  societ- 
ies, the  number  of  which  shall  be  one  trustee 
per  100,  or  fraction  thereof,  of  the  member- 
ship but  not  less  than  two  per  county, 

(b)  the  presidents  of  the  county  societies, 

(c)  one  representative  from  the  affihate  mem- 
bers representing  approved  post-doctoral 
training  programs  within  the  state.  Nomina- 
tions for  this  position  will  be  sought  annually 
and  appointment  made  by  the  Board  of  Trust- 
ees, and, 

(d)  the  President,  President-Elect,  Vice  Presi- 
dent, Immediate  Past  President,  Secretary, 
Treasurer,  Speaker  of  the  House  of  Delegates, 
Delegates  to  the  American  Medical  Associa- 
tion, and  the  Editor  of  the  Society’s  official 
publication. 

(e)  one  representative  from  a duly  formed  Dela- 
ware Chapter  of  the  Young  Physicians  Sec- 
tion of  the  American  Medical  Association. 
Nominations  for  this  position  will  be  sought 
annually  and  appointment  made  by  the  Board 
of  Trustees. 

Section  3 
Meetings 

The  Board  of  Trustees,  if  warranted,  shall  meet 
on  the  day  preceding  the  annual  session,  have 
monthly  meetings  diiring  the  rest  of  the  year,  and 
at  such  other  times  as  necessity  may  require.  The 
President  (President-Elect  or  Vice  President)  may 
call  a meeting  of  the  Board  of  Trustees  on  the 
written  request  of  three  members  or  more  of  the 
Board  of  Trustees.  Fifty-one  percent  of  the  mem- 
bers shall  constitute  a quorum.  The  President 
shall  preside  at  the  meetings  of  the  Board  of 
Trustees.  In  the  absence  of  the  President,  the 
President-Elect  shall  preside.  If  both  of  them  are 
absent,  the  Vice  President  shall  preside. 
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Section  4 

Election  and  Tenure 

Trustees  elected  by  the  component  societies  shall 
be  limited  to  three  two-year  terms.  The  offices  of 
Secretary  and  Treasurer  shall  also  be  limited  to  a 
maximum  of  six  years.  Such  members  having 
served  maximum  terms  shall  be  eligible  for  re- 
election  after  a period  of  two  years  fi’om  the 
expiration  of  their  last  election. 

Section  5 

Duties  of  Individual  Trustees 
The  president  or  chair  of  each  component  society 
shall  be  the  senior  representative  of  this  Society 
in  the  county  from  which  elected.  The  president’s 
duties  shall  include;  to  inquire  into  the  condition 
of  the  profession  and  endeavor  to  improve  and 
increase  the  zeal  of  the  component  society  and  its 
members,  to  report  promptly  the  proceedings  of 
the  Board  of  Trustees  to  the  component  society; 
make  an  annual  report  of  work  accomplished  and 
of  the  condition  of  the  profession  in  that  county  to 
the  Board  of  Trustees  prior  to  the  annual  meet- 
ing. 

Section  6 

Medical  Legal  Fund 

Under  such  terms  and  conditions  as  the  Board  of 
Trustees  may  determine,  the  Society  may  aid  in 
preparing  and  filing  friend  of  the  court  briefs  in 
lawsuits  involving  members  (either  as  plaintiff  or 
defendant)  when  in  the  judgment  of  the  Board  of 
Trustees  there  are  broad  issues  of  public  policy, 
medical  economics,  or  matters  impacting  on  the 
nature  of  medical  practice. 

Each  year,  out  of  the  funds  of  the  Society,  a sum 
may  be  set  aside  by  the  Board  of  Trustees  as  a 
special  fund  to  enable  the  Board  of  Trustees  to 
perform  the  duties  imposed  on  it  by  this  section. 

Section  7 

Medical  Benevolence  Fund 

Each  year  out  of  the  fimds  of  this  Society  a sum  to 
be  determined  by  the  Budget  Committee  and 
approved  by  the  House  of  Delegates  shall  be  set 
aside  by  the  House  of  Delegates  as  a special  fund 
to  be  known  as  the  Medical  Benevolence  Fund. 
Accoimting  for  this  fund  shall  be  kept  separate 
from  other  monies  and  may  be  invested  by  the 
Treasizrer  under  the  direction  of  the  Board  of 
Trustees.  It  shall  be  used,  under  the  direction  of 
the  Board  of  Trustees,  only  for  the  relief  of  pecu- 
niary distress  of  sick  or  aged  active,  associate, 
life,  and  dues-paying  members  of  this  Society,  or 
of  the  parents,  widows,  widowers,  or  children  of 
deceased  active,  associate,  and  life  members. 


ARTICLE  EX 

Judicial  Council 

Section  1 

Power 

The  judicial  power  of  this  Society  shall  be  vested 
in  the  Judicial  Coimcil,  whose  decisions  shall  be 
final,  subject  to  the  right  of  appeal  to  the  Judicial 
Coimcil  of  the  American  Medical  Association  as 
provided  in  the  Constitution  and  Bylaws  of  the 
American  Medical  Association  and  in  the  Bylaws 
of  this  Society. 

Section  2 

Duties 

The  duties  of  the  Judicial  Council  shall  be  as 
follows; 

(a)  to  sit  as  an  appellate  tribunal  and  to  hear  and 
determine  any  and  all  appeals  properly 
brought  before  it  from  any  county  judicial 
committee  or  in  accordance  with  Article  XIV 
of  these  Bylaws; 

(b)  to  interpret  and  rule  upon  all  questions  of  an 
ethical  nature  that  shall  confront  the  House 
of  Delegates  or  any  other  board  or  committee 
of  this  Society; 

(c)  to  receive  inquiries,  complaints,  or  accusa- 
tions from  any  source  concerning  the  general 
professional  conditions  and  all  matters  per- 
taining to  the  relations  of  physicians  to  one 
another  or  to  the  public,  except  as  otherwise 
provided  in  these  Bylaws,  or  ethical  deport- 
ment of  members  of  this  Society  for  immedi- 
ate reference  to  the  appropriate  county  judicial 
committee.  The  jurisdiction  of  the  Judicial 
Council  extends  to  all  members  in  all  catego- 
ries of  membership  within  the  Society; 

(d)  to  receive,  consider,  and  rule  on  any  matter  of 
discipline  concerning  any  member  or  mem- 
bers of  this  Society  brought  to  it  on  appeal 
from  a county  judicial  committee; 

(e)  to  make  and  promulgate  from  time  to  time 
such  rules  and  regulations  as  in  its  opinion 
may  be  necessary  to  ensure  the  proper  func- 
tioning of  the  Judicial  Council  and  the  vari- 
ous county  judicial  conunittees  with  reference 
both  to  the  substance  and  procedure  of  hear- 
ings conducted  by  the  Judicial  Council  and 
such  county  judicial  committees.  Upon  re- 
ceipt of  such  rules  and  regulations  by  the 
various  county  judicial  committees,  the  mem- 
bers of  SEiid  committees  shall  be  bound  thereby; 
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(f)  to  have  jiiris diction  on  all  questions  of  medi- 
cal ethics  and  the  interpretation  of  the  By- 
laws, resolutions,  and  rules  of  this  Society; 

(g)  to  review  appeals  to  Sections  9 and  10  of 
Article  III  concerning  payment  of  dues  and 
assessments  and  continuing  education  re- 
quirements and  make  recommendations  of 
these  reviews  to  the  Board  of  Trustees. 

In  the  event  that  the  coxmcil  shall  determine  that 
any  provision,  or  the  manner  of  adoption  of  any 
provision,  of  the  Bylaws  of  this  Society  or  any 
resolution,  rule,  or  other  action  of  the  House  of 
Delegates  is  contrary  to  law  or  to  the  Bylaws  or 
the  duly  adopted  procedures,  resolutions,  or  rules 
of  this  Society,  and  is  therefore  invahd  in  whole  or 
in  part,  it  shall  forthwith  report  its  action  to  the 
Executive  Director  of  this  Society,  and  in  the 
absence  thereof  to  £my  officer  of  this  Society,  and 
the  Executive  Director  or  such  officer  shall 
promptly  call  a meeting  of  the  Board  of  Trustees 
to  convene  within  21  days  from  the  date  of  such 
action  by  the  Council  for  the  purpose  of  effecting 
the  intent  of  the  House  of  Delegates  by  some  other 
means  if  such  is  possible  within  the  power  granted 
to  the  Board  of  Trustees  by  the  Bylaws  of  this 
Society.  The  Judicial  Council  may  at  its  discre- 
tion make  public  to  the  members  of  the  Medical 
Society  of  Delaware  any  summary  of  its  decisions 
as  such  decisions  may  affect  the  membership. 
Confidentiality  of  individual  members  shall  be 
preserved.  All  requests  for  a hearing  shall  be 
submitted  to  the  Judicial  Coimcil  in  writing. 

Section  3 

Separation  of  Powers 

In  acting  on  matters  within  its  jiirisdiction  as  set 
forth  in  this  Article  DC,  the  Covmcil  shall  not  make 
cmy  determinations  based  on  its  own  policies  nor 
shall  any  of  its  decisions  constitute  legislation  for 
this  Society;  however,  nothing  contained  in  this 
sentence  shall  be  deemed  to  prohibit  the  Council 
from  interpreting  the  policies  established  by  the 
House  of  Delegates  or  the  Board  of  Trustees  if  the 
statement  of  such  policy  being  interpreted  is 
ambiguous. 

Section  4 

Composition 

The  Judicial  Council  shall  consist  of  five  elected 
members,  qualified  as  provided  in  Section  5 of 
this  Article  DC,  elected  by  the  House  of  Delegates. 
The  members  of  the  Council  shall  be  divided  into 
three  classes: 

(a)  the  first  class  shall  be  composed  of  one  coxm- 
cilor  from  the  New  Castle  County  Medical 


Society,  whose  term  of  office  shall  expire  at 
the  Emnual  meeting  next  ensuing  after  the 
initial  election; 

Ob)  the  second  class  shall  be  composed  of  one 
councilor  from  the  New  Castle  County  Medi- 
cal Society  and  the  councilor  fi*om  the  Kent 
County  Medical  Society,  whose  term  of  office 
shall  expire  at  the  annued  meeting  two  years 
after  the  initieil  election;  and 

(c)  the  third  class  shall  be  composed  of  one  coim- 
cilor  from  the  New  Castle  County  Medical 
Society  and  the  coimcilor  from  the  Sussex 
County  MedicEil  Society,  whose  term  of  office 
shall  be  for  a full  three-year  term.  All  subse- 
quent terms  shall  be  for  a full  three  years. 

The  Judicial  Coimcil  shall  meet  as  soon  after  the 
annual  meeting  of  the  House  of  Delegates  as  is 
convenient  for  the  purpose  of  reorganization.  The 
Judicial  Council  annually  shall  select,  at  its  first 
meeting,  a chair,  a vice-chair,  and  a secretary, 
who  shall  be  members  thereof.  In  any  event  three 
members  shall  constitute  a quorum,  without  which 
the  Council  cannot  properly  conduct  its  business. 

The  Judicial  Coimcil  shall  meet  as  often  as  maybe 
necessary  to  transact  its  business  at  the  call  of  the 
chair  or  at  the  request  of  any  three  councilors. 

Section  5 

Qualifications  of  Members 

No  member  of  this  Council  may  be  a member 
simultaneously  of  the  judicial  committee  of  a 
component  society  or  simultaneously  as  an  of- 
ficer, director  or  trustee  of  a component,  or  as  a 
member  of  the  Board  of  Mediccd  Practice.  The 
only  members  of  this  Society  who  are  eligible  for 
election  to  the  Judicial  Council  are  those  who 
have  served  as: 

(a)  a President  of  this  Society; 

(b)  a member  of  the  Board  of  Trustees  for  at  least 
one  full  term;  or 

(c)  a president  of  a component  society. 

Notwithstanding  qualifications  as  set  forth  above, 
no  person  shall  be  eligible  to  serve  for  more  than 
three  consecutive  terms,  but  a member  elected  to 
serve  an  tmexpired  term  shall  not  be  regarded  as 
having  served  a term  unless  that  service  has 
exceeded  one  year,  and  for  this  piorpose  a year 
shall  be  deemed  to  be  the  period  between  einnual 
sessions  of  the  House  of  Delegates. 
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Section  6 

Vacancies 

In  the  event  a vacancy  shall  occur  in  the  member- 
ship of  the  Judicial  Council  between  annual  ses- 
sions of  the  House  of  Delegates,  the  President 
with  the  concurrence  of  the  Board  of  Trustees 
shall  have  the  power  to  fill  such  vacancy,  and  such 
appointed  member  shall  serve  until  the  next  an- 
nual session  of  the  House  of  Delegates. 

ARTICLE  X 

Delegates  to  the  American  Medical  Association 

Section  1 

Election  and  Terms 

The  House  of  Delegates,  when  the  action  will  be 
necessary  for  the  ensuing  regular  session  of  the 
House  of  Delegates  of  the  American  Medical  Asso- 
ciation, shall  elect  such  number  of  members  of 
this  Society  to  serve  as  delegate  or  delegates  and 
alternate  or  alternates  to  the  House  of  Delegates 
of  the  American  Medical  Association  as  this  Soci- 
ety is  entitled  to  by  the  most  recent  apportion- 
ment of  the  American  Medical  Association  and 
shall  elect  them  in  such  years  and  for  such  terms 
as  will  comply  with  the  applicable  provisions  of 
the  Constitution  and  Bylaws  of  the  American 
Medical  Association.  Delegates  and  alternates 
serving  at  the  time  of  the  adoption  of  these 
Bylaws  shall  serve  the  terms  for  which  they  were 
elected,  and  no  vacancy  shall  be  deemed  to  exist 
vmtil  the  expiration  of  their  elected  terms.  No 
more  than  two  delegates  and  two  alternate  del- 
egates shall  be  elected  in  any  one  year  for  a term 
of  two  years. 

Section  2 

Assumption  of  Office 

Delegates  and  alternates  shall  assume  office  on 
the  January  1 next  ensuing  and  shall  serve  imtil 
their  successors  are  elected  and  assume  office. 

Section  3 

Vacancy  During  Elected  Term:  How  Filled 
If  any  delegate  dies,  resigns,  ceases  to  be  a mem- 
ber in  good  standing  of  this  Society,  becomes 
disabled,  or  for  any  other  reason  cannot  assume  or 
continue  to  assume  the  duties  of  the  office,  or  will 
be  absent  fi"om  a session  or  meeting  of  the  House 
of  Delegates  of  the  American  Medic2d  Associa- 
tion, the  rights  and  duties  of  the  office  devolve  on 
an  alternate  for  the  time  being  or  for  the  remain- 
der of  the  term  as  circumstances,  in  the  opinion  of 
the  Board  of  Trustees,  may  indicate.  If  the  office 
of  an  alternate  becomes  vacant  for  any  reason,  the 
Board  of  Trustees  may  appoint  a member  to  serve 
for  the  unexpired  portion  of  the  term. 


ARTICLE  XI 

Sessions  and  Meetings 

Section  1 

Annual  Session  of  the  Society 
The  Society  shall  hold  an  annual  session  at  a place 
and  time  fixed  by  the  House  of  Delegates  or  Board 
of  Trustees.  The  Secretary  shall  give  to  each 
member  at  least  30  days’  notice  of  the  place  and 
time  of  the  annual  session. 

Section  2 

General  Meetings 

A general  meeting,  by  a two-thirds  vote  of  the 
active  members  present  and  voting,  provided  that 
at  least  50  active  members  vote,  may  order  a 
general  referendum  on  any  question  pending  be- 
fore the  House  of  Delegates  or  on  any  action  taken 
by  the  House  of  Delegates,  and  when  so  ordered 
the  House  of  Delegates  shall  submit  such  ques- 
tion to  the  active  members  of  the  Society  who  may 
vote  by  mail  or  in  person  within  15  days.  If  the 
members  voting  comprise  a majority  of  all  the 
active  members  of  the  Society,  a majority  of  such 
vote  shall  determine  the  question  and  be  binding 
on  the  House  of  Delegates.  The  House  of  Del- 
egates may,  by  a two -thirds  vote  of  its  own  mem- 
bers, submit  any  question  before  it  to  general 
referendum  in  the  above-specified  manner,  and  it 
shall  be  bound  by  the  results. 

Section  3 

Special  Sessions 

A special  session  of  the  Society  may  be  called  at 
the  President’s  discretion  and  must  be  called  by 
the  President  on  the  written  petition  of  the  Board 
of  Trustees,  or  of  10  members  of  the  House  of 
Delegates,  or  of  25  members  of  the  Society. 

Section  4 

Right  of  Members  to  Participate  In 
All  members  of  the  Society  may  attend  and,  ex- 
cept as  otherwise  limited,  may  participate  in  the 
annual  session  held  by  the  Society,  subject  only  to 
such  reasonable  parliamentary  rules  as  may  be 
adopted.  Members  may  also  attend  meetings  of 
the  House  of  Delegates,  except  when  the  House  is 
in  executive  session.  Except  with  the  consent  of 
the  House  of  Delegates,  however,  no  member  not 
a delegate  may  have  the  privilege  of  the  floor. 

Section  5 

Registration  Required 

A member  may  not  attend  or  participate  in  pro- 
ceedings or  activities  of  the  annual  session  with- 
out registering  under  such  procedure  as  the 
Secretary  may  prescribe. 
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Section  6 

Guests 

The  privilege  of  attending  the  annuEil  session  may 
be  extended  to  guests  under  such  conditions  as 
the  Secretary  may  determine. 

Section  7 

Papers  and  Addresses 

Speakers  who  present  papers  at  the  annual  or 
called  session  of  the  Society  shall  be  encouraged 
to  siibmit  copies  to  the  Secretary  for  consider- 
ation for  publication  in  the  Delaware  Medical 
Journal. 

Section  8 

Meetings  of  the  House  of  Delegates  and  of  the 
Board  of  Trustees 

During  the  annual  session  the  House  of  Delegates 
zmd  the  Board  of  Trustees  shall  meet  at  such 
times  and  places  as  these  Bylaws  provide  or  as  the 
respective  bodies  themselves  determine. 

Section  9 
Rules  of  Order 

In  the  absence  of  any  provisions  in  these  Bylaws 
to  the  contrary,  all  general  meetings  of  the  Soci- 
ety, of  the  House  of  Delegates,  of  the  Board  of 
Trustees,  of  the  Judicial  Coimcil,  and  of  the  com- 
mittees shall  be  governed  by  the  parliamentary 
rules  and  usage  contained  in  the  then  current 
edition  of  Sturgis  Standard  Code  of  Parliamen- 
tary Procedure. 

ARTICLE  Xn 

Finance 

Section  1 

Raising  of  Funds 

Fimds  for  conducting  the  affairs  of  the  Society 
may  be  raised: 

(a)  by  such  annual  dues  from  members  of  the 
Society  as  may  be  determined  by  the  House  of 
Delegates  in  accordance  with  the  provisions 
of  Article  VI,  Section  9; 

(b)  by  such  special  assessments  on  members  as 
the  House  of  Delegates  may  determine; 

(c)  by  revenue  from  the  publications  of  the  Soci- 
ety; 

(d)  by  voluntary  contributions , devises , bequests , 
and  other  gifts; 

(e)  by  dividends;  and 

(f)  in  any  other  manner  approved  by  the  House  of 
Delegates. 


Section  2 

Fiscal  Year 

The  fiscal  year  of  this  Society  is  from  January  1 to 
December  31,  inclusive. 

Section  3 
Supervision 

General  supervision  of  the  funds,  investments, 
and  expenditures  of  the  Society  is  vested  in  the 
Board  of  Trustees.  The  Board  of  Trustees  shall 
receive  the  accounts  of  the  Treasurer  and  of  other 
agents,  components  of  the  Society  after  they  have 
been  audited  by  a certified  public  accountant,  and 
shall  present  a statement  of  these  accounts  in  its 
annual  report  to  the  House  of  Delegates.  It  shall 
pass  on  the  sufficiency  of  the  bond  given  by  bonded 
officers.  It  shall  report  on  all  resolutions  appro- 
priating money  and  shall  submit  such  report  to 
the  House  of  Delegates  for  authorization  or  ap- 
proval. At  the  annual  meeting  of  the  House  of 
Delegates,  the  Board  of  Trustees  shall  submit  a 
budget  of  the  expected  income  and  expenses  of  the 
Society  for  the  ensuing  year.  If  it  approves,  the 
Society  shall  make  the  necessary  appropriations 
and  impose  such  conditions  on  the  expenditure  of 
the  funds  so  appropriated  as  it  sees  fit,  provided 
in  the  case  of  an  emergency  the  Board  of  Trustees 
may  authorize  the  expenditure  of  funds  for  items 
not  mentioned  in  the  budget  for  that  year. 

ARTICLE  XIII 

Committees  of  the  Society 

Section  1 
Named 

Committees  of  the  Society  shall  consist  of  the 
following: 

(a)  Elected 

(b)  Standing 

(c)  Special 

(d)  Ad  Hoc 

Committee  chairs  shall  be  appointed  by  the  Presi- 
dent of  the  Society  unless  otherwise  provided  for 
by  the  Bylaws. 

Section  2 

Elected  Committees 

The  follovdng  committees  shall  be  elected  annu- 
ally by  the  House  of  Delegates  upon  nomination 
by  the  Nominating  Committee  (as  described  in 
Article  XIII,  Section  16): 

(a)  Budget  and  Finance  Committee 

(b)  Delegates  and  Alternates  to  the  AMA 
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(c)  Committee  on  Ethics 

(d)  Judicial  Council 
Section  3 

Standing  Committees 

The  following  committees  shall  be  appointed  an- 
nually by  the  President  of  the  Society  with  the 
concurrence  of  the  Board  of  Trustees: 

(a)  Bylaws  Committee 

(b)  Long  Range  Planning  Committee 

(c)  . Medical  Liability  Insurance  Committee 

(d)  Medical  Review  Committee 

(e)  Publication  and  Editorial  Committee 

(f)  Public  Laws  and  Legislative  Action  Commit- 
tees 

(g)  Public  and  Professional  Education  and  Advo- 
cacy Committee 

(h)  Program  Committee 

Section  4 

Special  Committees 

The  following  committees  shall  be  appointed  an- 
nually by  the  President  of  the  Society: 

(a)  Committee  on  Aging 

(b)  Charitable  Services  Committee 

(c)  Council  of  Liaison  and  Representative  Mem- 
bers 

(d)  Council  of  Specialty  Societies 

(e)  Environmental  and  Public  Health  Commit- 
tee 

(f)  Maternal  and  Child  Care  Committee 

(g)  Medicine  and  Religion  Committee 

(h)  Medico-Legal  Affairs  Committee 

(i)  Mental  Health,  Alcoholism  and  Drug  Abuse 
Committee 

(j)  Pharmacy  Committee 

(k)  Physicians’  Health  Committee 

(l)  Prison  Health  Care  Committee 


(m)  School  Health  Committee 

Section  5 

Ad  Hoc  Committees 

Committees  to  be  organized  for  specific  purposes 
or  projects  may  be  appointed  at  any  time  by  the 
President  with  the  concurrence  of  the  Board  of 
Trustees. 

Section  6 

Required  Reports 

Each  of  these  committees  shall,  prior  to  the  an- 
nual session,  place  in  the  hands  of  the  Secretary 
for  transmittal  to  the  House  of  Delegates  a report 
in  writing  concerning  its  activities  dining  the 
past  year.  Committee  members  may  be  present  at 
the  meeting  of  the  House  of  Delegates  when  the 
report  of  their  committee  is  received  and  may 
participate  in  discussion  and  debate  relative  to 
their  reports,  but  unless  committee  members  are 
delegates  they  shall  not  have  the  right  to  vote  on 
the  respective  reports  of  their  committees  in  the 
House. 

Section  7 

Qualifications  for  Members 

To  be  eligible  for  appointment  to  a committee,  a 

member  must  be  in  good  standing. 

Section  8 

Election  and  Tenure 

The  members  of  all  committees,  with  the  excep- 
tion of  the  delegates  and  alternates  to  the  AMA 
and  the  Judicial  Council  whose  terms  are  other- 
wise described,  shall  serve  one-year  terms  begin- 
ning at  the  final  session  of  the  Annual  Meeting 
and  terminating  at  the  corresponding  session  of 
the  following  Annual  Meeting.  Membership  of  all 
conunittees  should  include  representation  from 
all  component  societies. 

Section  9 

Vacancies:  How  PMlled 

If  an  elected  or  standing  committee  member  dies, 
resigns,  is  removed,  or  fails  to  serve,  the  Presi- 
dent may  appoint,  subject  to  confirmation  by  the 
Board  of  Trustees,  some  active  member  of  the 
Society  to  serve  for  the  unexpired  portion  of  the 
term. 

Section  10 

Budget  and  Finance  Committee 
The  Budget  and  Finance  Committee  consists  of 
the  Treasurer  as  chair  and  not  less  than  four 
elected  members.  The  committee  shall  have  the 
immediate  supervision  of  the  expenditures  under 
the  current  budget  adopted  by  the  House  of  Del- 
egates, and  shall  present  to  the  Board  of  Trustees 
for  its  approval,  prior  to  the  annual  session,  a 
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budget  of  the  expected  income  and  expenses  of  the 
Society  for  the  ensuing  year. 

Section  11 

Committee  on  Ethics 

The  Committee  on  Ethics  consists  of  not  less  than 
21  elected  members.  There  shall  be  representa- 
tion of  no  more  than  25  percent  of  the  committee 
from  the  lay  public.  The  Nominating  Committee 
shall  solicit  three  nominees  each  from  the  Gover- 
nor, the  President  Judge  of  Superior  Court,  and 
the  Speaker  of  the  House  of  Representatives.  The 
committee  shall  consider  and  make  recommenda- 
tions to  the  Board  of  Trustees  for  formal  policy 
statements  on  timely  issues  concerning  the  ethics 
of  medical  practice  and  the  profession  and  health 
care  delivery. 

The  physician  members  of  this  committee  shall 
investigate  ethical  problems  and  all  matters  per- 
taining to  the  relations  of  physicians  to  one  an- 
other or  to  the  public  and  shall  make 
recommendations  to  the  Board  of  Trustees  on 
such  matters.  The  physician  members  shall  also 
be  responsible  for  investigative  and  disciplinary 
procedures  described  in  Article  XIV. 

Section  12 

Bylaws 

The  Bylaws  Committee  consists  of  not  less  than 
five  appointed  members.  The  committee  shall 
periodically  review  the  Bylaws  and  may  recom- 
mend revisions  and  modifications  necessitated  by 
changing  times,  methods,  or  conditions.  All  pro- 
posals for  amendments  to  the  Bylaws  by  any 
proponent  shall  be  submitted  to  the  committee 
for  consideration  and  recommendations. 

Section  13 

Long  Range  Planning  Committee 
The  Long  Range  Planning  Committee  consists  of 
not  less  than  nine  appointed  members.  The  com- 
mittee shall  concern  itself  with  the  preparation  of 
the  Society  for  futiire  assigned,  anticipated  or 
assumed  goals,  tasks  or  objectives.  In  addition, 
the  committee  shall  continually  evaluate  the  cur- 
rent direction,  goals  aind  objectives  of  the  Society 
to  assme  they  are  valid  for  the  membership.  The 
committee  shall  be  aware  of  national,  regional 
and  local  trends  in  not  only  the  provision  of  heedth 
c£ire,  but  also  in  all  matters  related  to  the  medical 
profession.  The  committee  shall  update  its  rec- 
ommendations for  plans  for  the  Society  in  its 
annual  report  to  the  House  of  Delegates. 

Section  14 

Medical  Liability  Insurance  Committee 
The  Medical  Liability  Insurance  Committee  con- 
sists of  not  less  than  five  appointed  members.  The 


committee  shall  concern  itself  with  all  aspects  of 
medical  liability  insurance  and  risk  management 
with  the  prime  concern  that  medical  liability 
insurance  be  available  to  all  qualified  physicians. 
The  committee  shall  also  be  responsible  for  ap- 
propriate peer  review  activities  and  implement- 
ing arbitration  or  other  hearings  as  requested  by 
either  an  insurance  carrier  or  an  insured. 

Section  15 

Medical  Review  Committee 
The  Medical  Review  Committee  consists  of  not 
less  than  five  appointed  members.  The  committee 
shall  concern  itself  with  such  matters  as  appro- 
priate utilization  of  medical  services  and  facili- 
ties and  the  appropriate  provision  of  medical 
services  to  the  public  in  a cost  effective  manner. 
The  Medical  Review  Committee  shall  also  review 
and  recommend  resolution  of  differences  in  re- 
gEird  to  a proper  professional  fee  for  services 
rendered,  provided: 

(a)  each  of  the  disputants  agrees  to  participate 
on  a pxirely  volimtary  basis; 

(b)  all  determinations  will  be  advisory  in  nature; 

(c)  the  decision  in  each  case  will  be  based  solely 
on  the  facts  and  circumstances  of  the  particu- 
lar case;  and 

(d)  all  proceedings  will  be  conducted  on  a confi- 
dential basis  and  the  decision  will  not  be 
distributed  beyond  the  disputants. 

The  Society  will  not  collect  information  on  medi- 
cal fees  nor  conduct  surveys  of  fees.  In  addition, 
the  Medical  Review  Committee  shall  provide  as- 
sistance to  Medicare  and  Medicaid  programs  as 
may  be  appropriate  and  consider  such  other  things 
which  may  properly  be  referred  to  it  by  the  Board 
of  Trustees. 

Section  16 

Nominating  Committee 

The  Nominating  Committee  consists  of  five  mem- 
bers. One  member  shall  be  selected  by  the  Kent 
County  Medical  Society,  one  shall  be  selected  by 
the  Sussex  County  Medical  Society,  and  two  by 
the  New  Castle  County  Medical  Society.  The 
President-Elect  will  be  a member  of  the  commit- 
tee and  will  serve  as  chair.  The  name  of  the 
member(s)  selected  by  each  coimty  medical  soci- 
ety will  be  submitted  to  the  President  at  least  90 
days  prior  to  the  Annual  Meeting  of  the  House  of 
Delegates.  The  committee  shcill  submit,  as  set 
forth  in  Section  6 of  this  Article,  a list  of  nominees 
for  such  officers  and  elected  committees  not  oth- 
erwise provided  for  in  the  Bylaws. 
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Section  17 

Physicians’  Health  Committee 
The  Physicians’  Health  Committee  shall  consist 
of  not  fewer  than  10  active  or  life  members  ap- 
pointed by  the  President.  In  addition,  not  more 
than  two  affiliate  members  may  serve  on  the 
committee  as  associates.  At  least  one  half  of  the 
committee  shall  be  re-appointed  in  each  succes- 
sive year. 

The  committee  shall  be  concerned  with  serving 
physicians  who  have  health  problems  which  do  or 
may  impair  professional  functioning.  The  activi- 
ties of  the  committee  shall  be  governed  by  proce- 
dures which  are  approved  by  the  Board  of  Trustees 
and  with  strict  adherence  to  the  principles  of 
doctor-patient  confidentiality.  All  functions  of  this 
committee  shall  be  conducted  with  a view  to 
improve  the  quality  of  medical  care  as  that  term 
is  used  in  Title  24,  Section  1768  of  the  Delaware 
Code. 

Section  18 

Puhlication  and  Editorial  Committee 
The  Publication  Committee  consists  of  the  Secre- 
tary and  not  less  than  five  appointed  members. 
The  committee  shall  act  as  the  Editorial  Board 
and  supervise  the  publication  of  the  papers  and 
transactions  of  this  Society,  of  the  program  of  the 
annual  session,  and  of  any  special  books  and 
documents  issued  in  the  nsime  of  the  Society.  It 
shall  publish  a medical  journal  for  the  Society  and 
appoint  such  other  necessary  personnel,  who  may 
or  may  not  be  members  of  the  committee,  as  may 
be  required  for  that  purpose  euid  shall  stipulate 
the  terms  and  conditions  thereof.  The  business 
manager  of  the  Journal  shall  give  bond  in  such 
sum  as  may  be  fixed  by  the  Board  of  Trustees;  the 
premium  on  such  bond  to  be  paid  by  the  Journal. 
It  shall  perform  such  other  duties  as  may  be 
assigned  to  it  by  the  House  of  Delegates  or  the 
Board  of  Trustees. 

Section  19 

Public  Laws  and  Legislative  Action  Committees 
The  Public  Laws  Committee  consists  of  not  less 
than  five  appointed  members.  The  committee 
shall  keep  itself  informed  with  respect  to  laws, 
court  decisions,  court  proceedings,  administra- 
tive rules,  and  proposed  Eind  pending  legislation 
relating  to  public  health  and  such  other  matters 
as  relate  to  the  objects  of  this  Society. 

The  Legislative  Action  Committee  shall  be  a sub- 
committee of  the  Public  Laws  Committee  and 
consist  of  not  less  than  30  members.  The  commit- 
tee shall  ensure  that  members  of  Delaware’s 
General  Assembly  are  informed  about  the  opin- 
ions of  the  Medical  Society  of  Delaware  on  legis- 
lative issues.  The  Legislative  Action  Committee 


shall  schedule  attendance  by  a member  of  the 
committee  at  all  regular  and  special  sessions  of 
Delaware’s  General  Assembly. 

Section  20 

Public  and  Professional  Education  and  Advocacy 
Committee 

The  Public  and  Professional  Education  Commit- 
tee consists  of  not  less  than  nine  appointed  mem- 
bers. The  committee  vdll  be  responsible  for  keeping 
records  and  supplying  the  Board  of  Trustees  and 
Judicial  Council  with  the  names  of  those  mem- 
bers who  have  not  complied  within  the  required 
period  as  provided  in  Article  III,  Section  10.  The 
committee  is  responsible  for  oversight  of  the 
Society’s  accredited  Continuing  Medical  Educa- 
tion program  for  physicians  cuid  compliance  with 
the  Essentials  for  Accreditation  of  the  Accredita- 
tion Coimcil  for  Continuing  Medical  Education 
(ACCME).  The  committee  shall  be  responsible  for 
establishing  education  programs  on  issues  of  in- 
terest to  the  general  public  concerning  the  medi- 
cal profession  and  health  care  delivery.  The 
committee  will  provide  direction  for  a speakers 
bureau  to  be  comprised  of  members  of  the  Society 
for  programs  of  this  nature.  At  least  one-third  of 
the  committee  shall  be  reappointed  in  each  suc- 
cessive year. 

Section  21 

Program  Committee 

The  Program  Conunittee  consists  of  not  less  than 
three  appointed  members.  The  committee  shall 
determine  the  character  and  scope  of  the  scien- 
tific proceedings  of  the  Society  for  each  session, 
subject  to  the  instructions  of  the  President  or  the 
House  of  Delegates.  The  committee  shall  prepare 
and  issue  at  least  30  days  previous  to  each  annual 
session  a program  announcing  the  order  in  which 
papers,  discussions,  or  other  business  shall  be 
presented.  It  shall  acquaint  those  who  are  to  be  on 
the  program  with  the  conditions  to  be  attached 
thereto. 

Section  22 

Special  and  Ad  Hoc  Committees 
The  Board  of  Trustees  will  define  the  scope  of 
responsibilities  for  all  special  and  ad  hoc  commit- 
tees and  provide  such  definitions  annually  to  the 
membership  of  each  committee. 

ARTICLE  XIV 

Investigative  and  Disciplinary  Procedures 

Section  1 

Charges  Against  Members 

Subsection  A 

A member  who  has  misrepresented  any  ma- 
terial fact  in  the  application  for  membership 
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to  the  Society,  or  who  is  finally  convicted  of  a 
felony  or  a crime  involving  moral  turpitude, 
or  who  is  guilty  of  gross  misconduct  as  a 
physician  or  a citizen  or  violates  the  Bylaws  of 
this  Society  or  the  Principles  of  Ethics  of  the 
American  Medical  Association  is  liable  to 
censure,  suspension  or  expulsion. 

Subsection  B 

Suspension  or  revocation  of  a member’s  li- 
cense to  practice  medicine  and  surgery  in 
Delaware  for  more  than  30  days  shall  auto- 
matically result  in  loss  of  membership  in  this 
Society  for  the  period  of  the  suspension  or 
revocation. 

Subsection  C 

(a)  Disciplinary  charges  may  be  brought  by 
any  active  member  of  the  Society  against 
any  other  member  or  members.  At  all 
phases  of  a disciplinary  proceeding,  the 
charging  member  shall  have  the  burden 
of  proving  the  charges  by  a clear  and 
convincing  standard  of  the  evidence. 

(b)  The  accused  and  the  charging  member 
shall  be  entitled  to  be  accompanied  by 
and/or  represented  at  all  phases  of  a dis- 
ciplinary proceeding  by  another  member 
of  the  Society  in  good  standing.  The  ac- 
cused and  the  charging  member  shall  be 
entitled  to  be  represented  by  coimsel  of 
their  choice  through  all  phases  of  the 
disciplinary  proceedings.  The  Commit- 
tee on  Ethics  (CE)  and  the  Board  shall  be 
entitled  to  be  represented  by  coimsel. 

(c)  A disciplinary  proceeding  shall  be  initi- 
ated by  the  charging  member  delivering 
written  charges  without  discussion  to  the 
Executive  Director,  who  shall  immedi- 
ately send  a copy  to  the  President  of  the 
Society,  to  the  chair  of  the  CE  and  to  the 
accused.  The  Executive  Director  shall 
send  the  accused’s  copy  by  certified  mail, 
return-receipt  requested.  The  Executive 
Director  shall  send  the  President  and  the 
chair  their  copies  either  by  regular  first 
class  mail  or  by  hand  dehvery. 

(d)  Within  10  days  of  receipt  of  such  charges, 
the  chair  of  the  CE  shall  set  a definite 
time  and  place  for  a hearing  and  shall 
notify  the  charging  member  and  the  ac- 
cused of  this  determination  by  certified 
mail,  return-receipt  requested.  The  hear- 
ing shall  commence  between  30  and  60 
days  of  the  date  such  notices  were  mailed 
unless  rescheduled  by  the  chair.  Any  re- 


quest by  the  charging  member  or  the 
accused  to  reschedule  the  hearing  for  a 
period  of  up  to  10  days  beyond  the  original 
date  set  shall  be  granted.  The  chair  may 
grant  other  requests  for  rescheduling  upon 
a showing  of  good  cause  by  the  requesting 
party.  The  chair  shall  notify  the  accused 
and  the  charging  member  of  the  time  and 
place  of  the  rescheduled  hearing  as 
promptly  as  possible  in  person  or  by  the 
telephone  with  written  confirmation  sent 
by  certified  mail,  return-receipt  re- 
quested. 

(e)  The  hearing  shall  be  limited  to  the  charges 
and  shall  be  heard  by  not  less  than  five 
members  of  the  Committee  on  Ethics 
appointed  by  the  President  in  consulta- 
tion with  the  chair  of  the  committee.  The 
appointments  must  clearly  show  that  all 
appointees  are  eligible  to  participate  in 
peer  review  activities  and  are  not  in  com- 
petition with  either  the  accused  or  charg- 
ing member  or  have  any  other 
disqualifying  conflicts  of  interest.  The 
charging  member  shall  present  the 
charges,  may  offer  evidence  to  support 
the  charges,  and  may  examine  and  cross- 
examine  witnesses.  The  accused  shall  be 
afforded  full  opportunity  to  be  heard,  may 
offer  evidence,  present  witnesses,  and 
may  examine  and  cross-examine  aU  wit- 
nesses. 

(f)  The  hearing  is  for  the  purpose  of  resolv- 
ing, on  an  intra-professional  basis,  mat- 
ters bearing  on  professional  or  personal 
conduct,  and  need  not  be  conducted  strictly 
according  to  rules  of  law  relating  to  the 
examination  of  witnesses  or  presentation 
of  evidence.  Any  relevant  matter  upon 
which  responsible  persons  customarily 
rely  in  the  conduct  of  serious  affairs  shall 
be  considered,  regardless  of  the  existence 
of  any  common  law  or  statutory  rule  which 
might  make  evidence  inadmissible  over 
objections  in  a criminal  or  civil  action. 

(g)  An  adequate  record  of  the  hearing  shall 
be  kept  either  by  use  of  a court  reporter  or 
by  means  of  any  electronic  recording  de- 
vice sufficient  to  provide  a detailed  tran- 
scription. The  committee  shall  determine 
which  method  is  to  be  used  at  any  hear- 
ing. The  record  of  the  hearing  shall  be 
preserved  for  90  days  after  the  time  for  an 
appeal  has  expired  if  no  appeal  is  taken, 
and  for  90  days  after  the  final  resolution 
of  any  appeal. 
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(h)  The  failure  of  the  accused  to  appear  at  the 
hearing  without  a good  cause  shall  be 
deemed  a waiver  of  the  right  to  be  present 
at  the  hearing,  and  the  scheduled  hearing 
shall  proceed. 

(i)  Within  10  days  of  the  completion  of  the 
hearing,  the  committee  shall  consider  all 
evidence  and  arguments  and  shall  issue  a 
written  report  to  the  Board  of  Trustees. 
The  report  shall  contain  the  committee’s 
factual  finding  and  a reconunendation 
whether  the  case  should  be  dismissed  or 
discipline  imposed.  If  the  recommenda- 
tion is  to  impose  discipline,  the  commit- 
tee shall  further  recommend  the  nature 
of  the  discipline.  The  chair  shall  send  a 
copy  of  this  committee’s  report  to  the 
charging  member  and  the  accused  by  cer- 
tified mail,  return-receipt  requested. 

(j)  At  the  next  regular  meeting  of  the  Board 
of  Trustees,  the  Board  shall  review  the 
committee’s  report,  the  evidence  consid- 
ered by  the  committee  and  the  recom- 
mendations. The  Board  shall  then  make 
its  own  determination  to  accept,  reject  or 
modify  the  committee’s  recommendation. 
The  Board  shall  immediately,  following 
their  meeting,  notify  the  accused  and  the 
charging  member  of  its  decision  by  certi- 
fied mail,  return-receipt  requested.  Such 
notification  shall  also  inform  those  par- 
ties of  their  right  to  appeal  the  decision  to 
the  Judicied  Council. 

(k)  A determination  of  the  Board  of  Trustees 
shall  be  final  unless  appealed  to  the  Judi- 
cial Council  by  the  charging  member  or 
the  accused.  Such  an  appeal  shall  be  ini- 
tiated by  sending  a notice  of  appeal  to  the 
Executive  Director,  to  the  President  and 
to  the  chair  of  the  Judicial  Coiincil  by 
certified  mail,  return-receipt  requested. 
Upon  receipt  of  the  notice,  the  Judicial 
Coimcil  shall  review  the  transcript  and 
documentary  evidence  presented  at  the 
hearing  of  the  Committee  on  Ethics,  the 
report  of  that  conunittee  and  the  deter- 
mination of  the  Board  of  Trustees.  The 
Judicial  Council  shall  then  allow  the  ac- 
cused and  the  charging  member  to  make 
an  oral  and/or  written  argument.  The 
argument  shall  be  held  within  30  days  of 
the  receipt  of  the  notice  of  appeal. 

(l)  The  Judicial  Coimcil  shall  make  its  de- 
termination within  60  days  of  the  receipt 
of  the  notice  of  appeal  and  may  accept, 
reject  or  modify  the  determination  of  the 


Board  of  Trustees.  The  Board  of  Trustees 
shall  be  notified  of  the  Judicial  Coimcil’s 
decision  within  10  days  of  the  appeal 
hearing.  The  Board  in  turn  must  consider 
the  findings  of  the  Judicial  Coimcil  at 
their  next  regularly  scheduled  meeting, 
but  not  more  than  60  days  following  the 
appeal  hearing.  At  this  Board  meeting,  a 
final  decision  will  be  rendered  by  the 
Board  of  Trustees. 

(m)  The  decision  of  the  Board  of  Trustees 
shall  be  final,  and  they  shall  give  notice 
immediately,  following  their  meeting,  to 
the  accused  and  the  charging  member  by 
certified  mail,  return-receipt  requested. 
If  appropriate,  such  notification  will  also 
include  the  terms  of  any  applicable 
provision(s)  of  the  Bylaws  of  the  Ameri- 
can Medical  Association  that  may  allow 
for  further  appeal. 

Subsection  D 

Complaints  may  be  accepted  from  any  source. 
Complaints  must  be  sent  in  writing  to  the 
Executive  Director.  Upon  receipt  of  a com- 
plaint, the  Executive  Director  shall  submit 
the  complaint  to  the  President  of  the  compo- 
nent society  of  which  the  physician  against 
whom  the  complaint  was  made  is  a member. 

Subsection  E 

By  joining  the  Society  or  by  continmng  mem- 
bership, each  member  agrees  that  no  member 
against  whom  disciplinary  action  is  insti- 
tuted pursuant  to  the  provisions  of  the  By- 
laws, and  in  the  absence  of  willful  or  wanton 
misconduct  in  the  proceedings,  shall  have  a 
claim  or  cause  of  action  against  the  Society  by 
reason  of  the  institution,  prosecution  or  dis- 
position of  such  or  the  hearing  or  consider- 
ation thereof. 

Section  2 

Immunity  From  Liability 
Subsection  A 

This  committee  is  constituted  by  the  Medical 
Society  of  Delaware  pursuant  to  the  provi- 
sions of  Title  24,  Section  1768  of  the  Delaware 
Code.  Members  of  this  committee  or  the  mem- 
bers of  any  appointed  committee  whose  func- 
tion is  the  review  of  medical  records,  medical 
care  and  physicians’  work  with  a view  to  the 
quality  of  care  and  utilization  of  hospital  or 
nursing  home  facilities,  home  visits  and  office 
visits,  shall  not  be  subject  to,  and  shall  be 
immune  from  claim,  suit,  liability,  damages 
or  any  other  recourse,  civil  or  criminal,  aris- 
ing from  any  act  or  proceeding,  decision  or 
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determination  undertaken  or  performed  or 
recommendation  made  so  long  as  such  mem- 
ber acted  in  good  faith  and  without  malice  in 
carrying  out  the  responsibilities,  authority, 
duties,  powers  and  privileges  of  the  office 
conferred  by  law  upon  them  or  any  other 
provisions  of  Delaware  law.  Federal  law  or 
regulations  or  duly  adopted  rules  and  regula- 
tions of  the  aforementioned  committees  and 
organization,  good  faith  being  presumed  until 
proven  otherwise,  with  malice  required  to  be 
shown  by  the  complainant. 

Subsection  B 

The  records  and  proceedings  of  this  commit- 
tee and  of  any  such  committees  or  organiza- 
tions as  described  in  Subsection  A of  this 
section  shall  be  confidential  and  shall  be  used 
by  such  committees  or  organizations  and  the 
members  thereof  only  in  the  exercise  of  the 
proper  functions  of  the  committees  or  organi- 
zation and  shall  not  be  public  record  and  shall 
not  be  available  for  Court  subpoena  or  subject 
to  discovery;  and  no  person  in  attendance  at  a 
meeting  of  any  such  committee  or  organiza- 
tion shall  be  required  to  testify  as  to  what 
transpired  thereat.  No  physician,  hospital, 
organization  or  institution  furnishing  infor- 
mation, data,  reports  or  records  to  any  such 
committee  or  organization  with  respect  to 
any  patient  examined  or  treated  by  such  phy- 
sician or  confined  in  such  hospital  or  institu- 
tion shall,  by  reason  of  furnishing  such 
information,  be  liable  in  damages  to  any  per- 
son or  subject  to  any  other  recourse,  civil  or 
criminal. 

Section  3 

Responsibility  to  the  Board  of  Medical  Practice 

a)  The  Board  of  Trustees  shall  inform  the  Board 
of  Medical  Practice  of  any  decision  imposing 
discipline  against  a member. 

b)  The  Board  of  Trustees  shall  also  inform  any 
member  upon  whom  discipline  has  been  im- 
posed of  the  member’s  duty  to  report  such 
matter  to  the  Board  ofMedical  Practice  within 
30  days  of  the  receipt  of  the  decision  of  the 
Judicial  Cotmcil. 

c)  The  Board  of  Trustees  shall  also  report  to  the 
Board  ofMedical  Practice  all  other  matters  it 
believes  should  be  brought  to  the  attention  of 
that  agency.  The  Board  of  Trustees  shall 
make  a report  only  after  having  received  a 
recommendation  for  such  action  from  an 
elected,  standing,  special  or  ad  hoc  committee 
of  the  Society. 


d)  Nothing  in  these  Bylaws  shall  prohibit  any 
member,  officer,  director  or  committee  mem- 
ber of  the  Society  from  taking  any  action  with 
respect  to  the  Board  ofMedical  Practice  in  his 
or  her  own  name,  but  without  the  authoriza- 
tion of  the  Society,  on  the  basis  of  information 
received  as  a result  of  the  member’s  position 
in  the  Society. 

ARTICLE  XV 

Ethical  Conduct 

The  Principles  of  Medical  Ethics  of  the  American 
Medical  Association  in  force  at  the  time  of  the 
adoption  of  these  Bylaws  and  as  they  may  fi“om 
time  to  time  thereafter  be  amended  by  the  Ameri- 
can Medical  Association  shall  govern  the  conduct 
of  members  of  this  Society  in  their  relation  to  each 
other  and  to  the  public. 

ARTICLE  XVI 

Official  Publication 

The  official  publication  of  this  Society  is  the  DeZa- 
ware  Medical  Journal,  in  which  shall  be  pub- 
lished all  official  Society  notices  and  the 
transactions,  or  abstracts  thereof,  of  the  House  of 
Delegates,  of  the  general  meetings  of  the  Society, 
and  of  the  meetings  of  the  Board  of  Trustees. 

ARTICLE  XVn 

Amendments 

Section  1 
Procedure 

These  Bylaws  may  be  cunended  on  the  approval  of 
two-thirds  of  the  members  of  the  House  of  Del- 
egates present  and  voting.  A proposed  amend- 
ment shall  not  be  acted  on,  however,  imtil  it  has 
been  considered  and  reported  on  by  the  Bylaws 
Committee. 

Section  2 

Publicity 

On  the  adoption  of  any  amendment  to  these  By- 
laws, a printed  copy  of  the  same  shall  be  mailed  by 
the  Secretary  to  each  member  within  30  days. 

ARTICLE  XVm 

Repeal  of  Previous  Bylaws  and  Motions 
On  the  adoption  of  these  Bylaws  (1)  all  previous 
Bylaws  and  (2)  motions  of  record  and  rules  and 
regulations  in  conflict  with  these  Bylaws  are 
hereby  repealed,  but  all  officers,  delegates,  and 
elected  committee  members  now  in  office  shall 
continue  their  incumbency  until  their  successors 
are  duly  elected  as  provided  in  these  Bylaws. 

AMERICAN  MEDICAL  ASSOCIATION 
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AMERICAN  MEDICAL  ASSOCIATION 
PRINCIPLES  OF  MEDICAL  ETHICS 

Preamble 

The  medical  profession  has  long  subscribed  to  a body 
of  ethical  statements  developed  primarily  for  the 
benefit  of  the  patient.  As  a member  of  this  profession, 
a physician  must  recognize  responsibility  not  only  to 
patients,  but  also  to  society,  to  other  health  profession- 
als, and  to  self.  The  following  principles  adopted  by 
the  American  Medical  Association  are  not  laws,  but 
standards  of  conduct  which  define  the  essentials  of 
honorable  behavior  for  the  physician. 

I.  A physician  shall  be  dedicated  to  providing  com- 
petent medical  service  with  compassion  and  re- 
spect for  human  dignity. 

n.  A physician  shall  deal  honestly  with  patients  and 
colleagues,  and  strive  to  expose  those  physicians 
deficient  in  character  or  competence,  or  who 
engage  in  fraud  or  deception. 

in.  A physician  shall  respect  the  law  and  also  recog- 
nize a responsibility  to  seek  changes  in  those 
requirements  which  are  contrary  to  the  best  inter- 
ests of  the  patient. 

rV.  A physician  shall  respect  the  rights  of  patients,  of 
colleagues,  and  of  other  health  professionals,  and 
shall  safeguard  patient  confidences  within  the 
constraints  of  the  law. 

V.  A physician  shall  continue  to  study,  ^ply  and 
advance  scientific  knowledge,  make  relevant  in- 
formation available  to  patients,  colleagues,  and 
the  public,  obtain  consultation,  and  use  the  talents 
of  other  health  professionals  when  indicated. 

VI.  A physician  shall,  in  the  provision  of  appropriate 
patient  care,  except  in  emergencies,  be  free  to 
choose  whom  to  serve,  with  whom  to  associate, 
and  the  environment  in  which  to  provide  medical 
services. 

VII.  A physician  shall  recognize  a responsibility  to 
participate  in  activities  contributing  to  an  im- 
proved community. 


CHARTER  OF  THE 

MEDICAL  SOCIETY  OF  DELAWARE 
Act  of  Incorporation 

In  the  Thirteenth  Year  of  the  Independence 
of  the  Delaware  State 

An  Act  to  Incorporate  the  Physicians  of  Delaware,  and 
for  other  purposes  therein  mentioned. 

Whereas,  The  practice  of  medicine  is  of  acknowl- 
edged and  extensive  benefit  to  society,  and  therefore 
ought  to  be  promoted  and  encouraged,  and 

Whereas,  It  is  of  great  consequence  that  the  same 
should  be  conducted  on  some  permanent  establish- 
ment of  regularity  and  permanent  utility;  for  the 
purposes  whereof: 

SECTION  1.  Be  it  enacted  by  the  General  Assembly 
of  the  Delaware  State  that  the  following  persons  now 
resident  physicians  of  this  State,  to  wit,  John  McKinley, 
Nicholas  Way,  Jonas  Preston,  Ebenezer  Smith,  George 
Monro,  Thomas  McDonough,  JoshuaClayton,  Ezekiel 
Needham,  James  Tilton,  William  MoUeston,  Edward 
Miller,  James  Sykes,  Nathaniel  Luff,  Robert  Cook, 
Matthew  Wilson,  Joseph  Hall,  John  Marsh,  John  Polk, 
John  Stephens  Hill,  Julius  Augustus  Jackson,  William 
McMechen,  Henry  Latimer,  James  McCalmont,  Jo- 
seph Capelle,  Archibald  Alexander,  Henry  Peterson 
and  Levarius  Hooker  Lee,  are  hereby  authorized  and 
empowered,  at  any  time  after  the  second  Monday  in 
May  next,  to  meet  together  at  the  town  of  Dover,  in  the 
County  of  Kent,  or  other  convenient  place,  and  being 
so  assembled  to  the  number  of  six  or  more,  elect  and 
choose  by  a plurality  of  voices  then  present,  a Presi- 
dent and  such  other  officers  as  to  a majority  shall 
appear  proper  and  necessary  for  the  convenience  and 
government  of  the  same;  which  said  President  and 
such  other  officers  as  aforesaid  so  elected,  together 
with  all  and  every  the  persons  aforesaid  named,  are 
hereby  made  and  constituted  a body  politic  and  corpo- 
rate to  aU  intents  and  purposes  in  this  Act  expressed  in 
deed  and  in  law  forever,  by  the  name  and  title  of  The 
President  and  Fellows  of  the  Medical  Society  of 
Delaware;  and  by  that  name  and  title  shall  be  known 
and  called,  and  have  perpetual  succession. 

SECTION  2.  And  be  it  further  enacted  by  the  author- 
ity aforesaid,  that  the  said  corporation  be  and  shall 
hereafter  be  capable  in  law  to  sue  and  be  sued,  implead 
and  be  impleaded,  answer  and  be  answered  unto, 
defend  and  be  defended  in  any  of  the  courts  of  law,  or 
equity,  or  any  other  place  whatsoever,  and  to  do  and 
execute  all  and  singular  the  matters  and  things  which 
bodies  politic  and  corporate  lawfully  may  do. 

SECTION  3.  And  be  it  enacted,  that  the  President  and 
Fellows  are  hereby  authorized  to  hold  one  annual 
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stated  meeting  at  any  place  which  by  them  may  be 
deemed  convenient  within  this  State,  and  at  every 
such  annual  stated  meeting  elect  and  choose  in  such 
manner  as  to  the  majority  of  those  assembled  may 
seem  meet,  a President  and  all  and  every  other  officer 
and  officers,  the  same  being  Fellows  of  the  same 
society,  as  shall  appear  proper  and  necessary  as  afore- 
said, to  serve  in  their  respective  offices,  which  they 
may  be  respectively  appointed  to  for  the  year  ensuing, 
and  until  the  next  annual  stated  meeting  of  the  corpo- 
ration as  aforesaid;  and  the  said  corporation  is  hereby 
further  authorized  and  empowered  at  any  and  all  times 
of  their  meeting  and  assembling  together,  duly  and 
conformably  to  such  regulations  as  they  shall  make  or 
enter  into  respecting  the  same,  to  elect,  choose  and 
admit  into  the  said  corporate  body.  Fellow  or  Fellows 
in  such  manner,  and  under  such  restrictions  and  quali- 
fications of  the  person  or  persons  standing  candidate 
for  such  fellowship,  and  so  proposed  to  be  admitted 
thereto,  as  shall  or  may  be  hereafter  directed  and 
allowed  by  any  regulations,  acts  or  ordinances  of  the 
said  corporation  respecting  the  same. 

SECTION  4.  And  be  it  enacted,  that  the  President  and 
officers  of  the  said  corporation,  who  may  be  elected  in 
virtue  of  the  powers  by  this  Act  granted,  or  which  at 
any  time  hereafter  they  may  be  legally  invested  with, 
shall  keep  and  hold  their  respective  offices,  and  shall 
continue  and  be  fully  and  to  all  intents  and  purposes 
the  President  and  officers  of  the  said  corporation,  until 
others  shall  be  appointed  in  virtue  of  any  of  the  powers 
granted  by  this  Act. 

SECTION  5.  And  be  it  further  enacted,  that  the 
President  and  Fellows  of  the  said  corporation  shall  be 
enable  of  exercising  such  powers  for  the  government 
and  ordering  of  said  corporation,  and  of  holding  at  all 
and  any  time  and  place  such  occasional  meetings  for 
that  purpose  as  have  been  or  may  hereafter  be,  fixed  or 
adopted  with  the  rules  or  regulations  which  may 
legally  be  entered  into  by  the  said  corporation. 


SECTION  6.  And  be  it  further  enacted,  that  the  said 
corporation  shall  and  may  make,  ordain,  and  establish 
any  such  laws,  regulations  and  ordinances  as  to  them 
may  seem  proper  and  necessary  for  the  well  ordering 
and  governing  the  said  corporation,  provided  always 
nevertheless,  that  nothing  in  this  Act  contained  shall 
be  taken  or  construed  to  authorize  the  said  corporation 
to  enter  into  any  regulations  or  ordinances,  or  to 
exercise  any  powers  contravening,  repugnant,  or  con- 
trary to  the  laws  and  Constitution  of  the  State. 

SECTION  7.  And  be  it  further  enacted,  that  the  said 
corporation  shall  have  full  and  complete  power  and 
authority  to  make,  have,  and  use  a common  seal,  and 
at  any  time  to  break  and  alter  the  same,  and  establish 
another  or  others  with  such  device  or  devices  as  they 
shall  think  proper  and  that  all  which  shall  or  may  be 
certified  under  said  seal,  or  under  any  other  seal  of  the 
said  corporation,  shall  have  full  faith  and  credit  in  all 
and  every  the  courts  of  law  in  this  State. 

Signed  by  order  of  the  House  of  Assembly. 

JEHU  DAVIS 
Speaker 

Signed  by  order  of  the  Council. 

NICHOLAS  VANDYKE 
Speaker 

Passed  at  Dover,  February  3,  1789. 

In  pursuance  of  the  foregoing  Act,  the  preliminary 
Convention  of  Physicians  which  met  in  Dover,  May 
12,  1789,  resolved  itself  into  “The  President  and 
Fellows  of  the  Medical  Society  of  Delaware,”  and 
adopted  regulations  and  ordinances  (Bylaws). 

These  Bylaws  were  revised  in  1923, 1949, 1978, 1980, 
1982,  1985,  1986,  1987,  1988,  1992,  and  most  re- 
cently, by  the  House  of  Delegates  at  Wilmington, 
Delaware,  on  the  18th  day  of  November,  1994. 
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MRI  Case  of  the  Month 


58  year  old  female  with  vertigo  and  tinnitus. 


MRI  examination  revealed  an  area  of  slightly  inhomogenous  signal  with  a low 
signal  ring.  This  finding  is  most  suggestive  for  a cavernous  angioma.  The  ring 
represents  iron  from  hemosiderin  due  to  previous  hemorrhage (s).  Cavernous 
angiomas  are  typically  angiographically  occult  as  was  this  lesion  with  MRA.  This 
finding  is  most  likely  incidental  and  not  related  to  the  patient's  symptoms. 


Central 

Delaware 


MRI 


Low  Claustrophobia  • Turbo  Spin  Echo  • MR  Angiography 


Robert  J.  Varipapa,  MD  Certified,  American  Society  Neuroimaging 

John  B.  Coll,  DO 

1093  S.  Governors  Avenue,  Dover,  DE  19904  (302)  674-5860 


Excellence  in  Imaging 


Now  two  locations  to  serve  you! 


Christiana  Imaging  Center  has  opened  a new  office 
conveniently  located  in  Foulkstone  Plaza  in  Brandywine 
Hundred.We’re  making  our  high  quality  services  more 
convenient  for  your  patients. 

Our  new  facility  at  Foulkstone  Plaza  offers 
state-of-the-art  imaging: 

■ Mammography 

■ Ultrasound 

■ General  X-ray 


High-tech  equipment.  Superb  patient  care  and 
comfort.  Unsurpassed  radiologic  expertise. 

Christiana  Imaging  Center 

A Division  of  MCD  Holding  Company 


Services  at  Medical  Arts  Pavilion  include: 

■ MR  ■ CT  ■ X-ray  ■ Ultrasound  ■ Mammography 


Foulkstone  Plaza 
1401  FoulkRd. 
Wilmington,  DE  19803 
(302)  477-4300 

For  centralized  scheduling  call: 


Medical  Arts  Pavilion 

475 1 Ogletown-Stanton  Rd. 

Newark,  DE  19713 


(302)  731-9800 
(302)  731-9860 


Professional  services  provided  by  X-Ray  Associates. 

Accredited  by  the  American  College  of  Radiology.  FDA  certified. 
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The  Next  Small  Steps  for  the  MSD 


The  time  has  come  for  MSD  to  put  some  real 
money  and  time  into  planning  and  executing 
the  goals  that  the  Long-Range  Planning 
Committee  and  board  of  trustees  have  marked 
out  for  us.  The  LRPC,  under  the  guidance  of 
Anthony  L.  Cucuzzella  MD  and  other  members 
of  the  executive  committee,  has  studied  the 
role  of  the  current  MSD  and  what  it  needs  to  be 
doing  in  the  near  future.  We  wish  we  could 
have  all  the  time  necessary  to  fully  evaluate 
and  study  the  intricacies  of  what  has  been 
recommended,  but  we  don’t. 

The  health  system  reforms  promised  to  us 
by  President  Clinton  two  years  ago  never  made 
it  through  Congress.  MSD  spent  many 
evenings  looking  at  that  program  and 
produced  a plan  tailored  to  the  needs  of 
Delaware’s  patients  and  physicians.  Alas,  with 
the  failure  at  the  national  level,  our  own  plan 
sits  by  ready  to  be  dusted  off  if  needed. 

So  what  happened  next?  Well,  we  all  know 
the  growth  of  managed  care  plans  has  rocketed 
to  the  forefront  of  health  system  reform.  Even 
as  we  now  look  at  the  growth  of  managed  care 
here  in  Delaware,  we  see  it  unravelling  in  the 
early  HMO  states  such  as  California  and 
Minnesota.  As  physicians,  our  hands  are 
bound  by  the  antitrust  laws.  Stark  I and  II,  and 
our  own  individual  PHOs  throughout  the 
state,  whose  focus  is  to  maintain  their  own 
patient  care  bases  to  the  exclusion  of  all  others. 
These  efforts  to  “circle  the  wagons”  are  short- 
sighted and  likely  not  to  attract  the  types  of 
insurance  contracts  of  a statewide  or  regional 
employer.  The  wagons  may  be  circled,  but  we 
have  pointed  our  weapons  inward. 
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Several  statewide  physician  networks 
have  come  and  gone  over  the  last  decade  or  so, 
most  notably  Diamond  State  IPA  and 
Physicians’  Health  Plan  of  Delaware.  The 
latter  still  exists  as  Physicians’  Health  Service, 
the  captive  IPA  of  PHC/DE.  With  several  years 
left  on  their  exclusive  agreement  with  the 
PHC/DE,  PHS  cannot  be  the  network  to 
compete  for  us  in  the  marketplace,  and  we 
probably  do  not  have  the  luxury  of  waiting  for 
two  years. 

The  LRPC  and  executive  committee  have 
spent  time  looking  at  our  options  and  have 
recommended  to  the  board  of  trustees  that  we 
take  two  paths.  The  first  is  to  proceed  with 
forming  a management  services  organization 
for  our  members  by  expanding  our  Physicians’ 
Advocate  program  and  bringing  in  new 
products,  such  as  consultative  services, 
practice  management,  medical  information 
services  development/evaluations,  MSD  Insur- 
ance Services  (MSDIS)  group  purchasing, 
physician  credentialing  service,  quality  review 
and  outcomes  measurement,  and  many  other 
services.  Having  our  Physicians’  Advocate 
program  grow  so  quickly  over  the  past  two 
years  has  given  us  the  impetus  to  expand  it  to 
meet  the  needs  of  our  members  even  better.  We 
are  hopeful  that  the  MSO  can  and  will  provide 
these  and  many  other  services  to  you. 

The  second  path  to  follow  grows  out  of 
discussions  we  have  had  with  our  counterparts 
in  Maryland,  New  Jersey  and  Pennsylvania. 
As  I mentioned  above,  we  need  more  than 
insular  types  of  physician/hospital  networks  to 
compete  with  insurance  companies  like  PHC/ 
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DE,  BC/BS,  Aetna,  USHC,  AmeriHealth  and 
others.  Initially,  Med-Chi  (Maryland’s  Medical 
Society)  was  looking  into  a way  to  merge  all  the 
existing  PHOs  and  IPAs  throughout  Maryland 
into  a new  network.  For  reasons  for  which  we 
do  not  have  all  the  answers,  Med-Chi  was 
unable  to  bring  this  about  on  its  own. 

Within  the  last  three  months,  Med-Chi  has 
agreed  to  sponsor  “First  Option  Health  Plan.” 
This  initially  started  as  a physician/hospital 
HMO  in  New  Jersey  just  18  months  ago,  and  is 
now  expanding  into  Maryland,  Pennsylvania 
and  New  York.  First  Option  is  owned  50/50  by 
physicians  and  hospitals,  with  each  state 
exercising  local  governance  over  its  health 
plans.  The  claims  processing,  medical  informa- 
tion systems,  and  many  other  administrative 
costs  are  shared  out  of  the  main  New  Jersey 
office.  Their  philosophy  of  operating  is  what  we 
as  physicians  would  like  to  see.  Namely, 
administration  costs  reserves  at  11  percent, 
premium  dollar  profits  (returned  to  the 
physician  and  hospital  owners)  at  no  more 
than  4 percent,  and  the  remaining  85  percent 
used  to  provide  medical  care.  The  company  is 
not  set  up  to  make  millionaires  of  its  employers 
and  will  reimburse  physicians  and  hospitals 
fairly.  All  of  us  hate  to  buy  into  another  PHO  or 
network  which  may  or  may  not  last,  but  we 
need  a physician-owned  network  to  compete  in 
this  region,  or  we  all  may  be  at  the  mercy  of  a 
dwindling  number  of  powerful  HMOs. 

I think  First  Option  is  a way  for  us  to  meet 
our  members’  demand.  The  board  of  trustees 
has  approved  our  first  steps  in  the  process.  We 
will,  with  all  due  diligence  to  our  members  and 
our  budget,  look  into  the  feasibility  of  the  MSD 
sponsoring  First  Option  in  Delaware.  Just  as 
we  have  joint  ventured  with  Zutz/PLI  to 
provide  the  best  insurance  products  in 
Delaware,  we  can  promote  the  best  health  care 
product  — one  that  is  good  for  the  patient  and 
the  provider. 

I look  forward  to  the  challenge  of  these 
next  small  steps  we  are  about  to  take,  and 
encourage  your  participation  in  the  process  as 
we  formulate  a plan  and  bring  it  to  life.  ■ 


n Michael  J.  Bradley  DO 
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Symposium  by  flie  Sea  1995 

A three-day,  educational  seminar  for  physicians 

October  20-22,  1995 
at  the  Rehoboth  Beach  Country  Club 
Rehoboth  Beach,  Delaware 


Friday,  October  20 


H.  Pylori  and  Peptic  Ulcer  Disease 

Robert  M.  Strauss,  MD 
Assistant  Professor  of  Medicine 
Digestive  Diseases 
Emory  University  School  of  Medicine 

Recent  Advances  in  Abdominal  Imaging 

Frederick  B.  Murphy,  MD 
Associate  Professor  of  Radiology 
Emory  University  School  of  Medicine 


’ « 


Laparoscopic  Surgery  in  1995- 
Panacea  or  Technology  Run  Amuck 

Gene  Branum,  MD 
Assistant  Professor  of  Surgery 
Division  of  Gastrointestinal  Surgery 
Emory  University  School  of  Medicine 

AAultispecialty  Panel  Case  Presentations- 
Gastroenterology,  General  Surgery,  Radiology 


Saturday,  October  21 


Infectious  Diseases  Update-Understanding 
the  Impact  of  Antibiotic  Resistance 

Stephen  Schwarzmann,  MD 
Associate  Professor  of  Medicine 
Chief  of  Infectious  Disease 
Emory  University  Hospital 

Asthma  Update-Current  Diagnosis  and  Treatment 

Jeffrey  R.  Pine,  MD 
Associate  Professor  of  Medicine 
Pulmonary  and  Critical  Care 


Hypertension  1995- 

Part  I:  The  Search  for  Secondary  Causes 

James  A.  Tumlin,  MD 
Assistant  Professor  of  Medicine 
Renal  Division 

Emory  University  School  of  Medicine 

Multispecialty  Panel  Case  Presentations- 
Infectious  Diseases,  Pulmonary  Medicine, 
Nephrology 


Sunday,  October  22 


»•  , 


Preoperative  Medical  Evaluation 

Donald  C.  Davis,  MD,  PhD 
Associate  Professor  of  Medicine 
General  Internal  Medicine 
Emory  University  School  of  Medicine 


Hypertension  1995- 

Part  II:  A Rational  Approach  to 

Accelerated  Hypertension 

James  A.  Tumlin,  MD 

Colonic  Polyps  and  Colorectal  Cancen  An  Update 

Robert  M.  Strauss,  MD 


Credit:  The  Emory  University  School  of  Medicine  designates  this  continuing  medical  education  activity  for  12  credit  hours  in 
Category  1 of  the  Physician's  Recognition  Award  of  the  American  Medical  Association. 

Registration:  The  fee  for  this  three-day  conference  is  $175. 

For  registration  information  call  the  Emory  University  Office  of  CME  in 
Atlanta,  GA,  at  (404)  727-5695.  For  information  about  the  Lewes/Rehoboth 
area,  call  Beebe  Medical  Center  in  Lewes,  DE,  at  (302)  645-3499. 
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The  Robert  W.  Woodruff  Health  Sciences  Center 
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TAM  Consulting  Associates,  Inc. 

Information  Management  Services 

OUR  MISSION: 

TO  HELP  YOU  WORK  SMARTER 
NOT  HARDER 


DOES  THE  THOUGHT  OF  SELECTING 
NEW  TECHNOLOGY  FOR  YOUR  PRACTICE 
SEND  CHILLS  DOWN  YOUR  SPINE??? 


ARE  YOU  SURE  YOUR  CURRENT 
AUTOMATION  VENDOR  IS 
GTSTNG  YOU  THE  BEST  DEAL??? 


WE  CAN  HELP  !!! 


Our  services  include: 

• Development  of  a Strategic  Information  Systems  Plan  that  will  help  identify  and  meet 

your  practice's  future  automation  objectives  and  directions. 

• Assessment  of  the  offices  current  operational  environment. 

• Evaluation  and  selection  of  technology  solutions  and  cost  effective  improvements. 

• Review  and  negotiation  of  hardware  and  software  system  acquisitions  and  support  contracts. 

• Provide  technology  and  data  management  on  an  outsourced  basis. 


Give  us  a call  today  !!! 

(302)425-5560 


TAM  Consulting  Associates,  Inc. 

1701  Augustine  Cut-Off,  Suite  14  • Wilmington,  DE  19803 
Thomas  A.  Mieszala  - President 
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VNA  Delivers 
High-risk  Obstetrics, 
Neonatology, 
Pediatric  Care 


and  Smiles. 


At  VNA,  we  are  witnessing  the  birth  of  a new 
generation  in  the  health  care  industry. 

Home  health  care  is  a fast-growing  member  of  this  industry  and  our  Specialty  Care 
Services  were  created  to  grow  with  the  changing  needs  of  patients.  Our  highly  specialized 
home  care  teams  are  ready  to  pick  up  where  the  hospital  leaves  off.  Services 
include  Obstetrics,  Neonatology,  Pediatrics,  Oncology,  HIV/AIDS,  IV.  Therapies 
and  Rehabilitation.  VNA  is  a high  quality,  low  cost  resource  for  your  family. 

By  discovering  VNA  Specialty  Care  Services,  you  can  look  forward  to  a brighter, 
healthy  future.  And  surely  that’s  something  that  will 
put  a smile  on  your  face.  Call  (302)  323-8200  for  more 
information... we’re  on  call  and  listening  24  hours  a day. 


VN\ 


Visiting  Nurse 
Association 
IdelawareI  of  Delaware 


COME  HOME  TO  VNA  SPECIALIZED  HEALTH  CARE. 


Practice  Sale  or  Merger  Consulting 

Confidential  Consulting  for  Physicians  or  Physician  Groups 

Are  you  thinking  about 

• Reorganizing  or  selling  your  practice? 

• Buying  a practice? 

• Merging  with  another  practice? 

• Establishing  a new  practice? 

Whether  your  practice  is  primary  care  or  specialty,  we  can  help  yOu.... 

• Appraise  and  evaluate  your  practice. 

• Merge  staffs. 

• Establish  fee  setting  mechanics  and  reviews. 

To  speak  to  our  consultants  confidentially,  call  ... 

• Bill  Carello,  Bill  Santora  or  David  foigstein 

Healthcare  Management  Services,  Inc. 

P.  O.  Box  5569,  Newark,  DE  19714 
302-737-6200 


Mary  Ellen  Levenick  Richard  G.  Hollender,  REA 


P.O.  Box  1143,  Hockessin,  DE  19707  • 302/234-3000  • Fax  234-3004 


Rehabilitation  Consultants,  Inc. 


Two  convenient  locations 
Call  302/478-5240  or  302/655-5877 

Silverside  Road  Office  Baynard  Blvd.  Office 

Suite  105  Springer  Bidg.  2100  Baynard  Bivd. 

Concord  Piaza  Wilmington 

3411  Silverside  Road 


Physical  Therapy  • Occupational  Therapy 
• Speech  Therapy 

Comprehensive  Rehabilitation  • Work 
Tolerance  Testing,  Work  Hardening  for  Injured 
Workers  • Family  Sports  Medicine  • Fitness 
Programs  • Hydrotherapy  • Nutritional 
Counseling 

Approved  by  Medicare,  most  Managed  Care,  HMO, 
and  Major  Insurance  Plans 


“Marking  Our  25th  Year  of  Service  to  the  Greater  Wilmington  Area  1970  - 1995  ” 


SCIENTIFIC  ARTICLE 


Scoliosis  and  Spine  Deformities 


Raj  Padman  MD 


Clinicians  have  known  for  centuries  that 
deformities  of  the  thoracic  cage  cause 
deleterious  effects  on  the  heart  and  lungs. 
Hippocrates  first  noted  that  hunchbacks  had 
breathing  difficulties  and  that  dyspnea  was 
common  among  patients  with  scoliosis  in 
whom  the  curvature  was  above  the  diaphragm. 

The  pathological  process  of  scoliosis  leads 
to  lateral  spinal  curvature  and  lateral  spinal 
rotation  (Figures  lAand  IB),  causing  posterior 
rib  protrusion,  hump  formation,  and  spinal 
distortion  due  to  the  angle  of  articulation  of  the 
ribs.  While  the  severity  of  the  lateral  curvature 
is  easily  measured,  the  rotation  (which  is 
probably  a more  important  contributor  to 
respiratory  failure  and  cor  pulmonale)  cannot 
be  easily  ascertained.  The  incidence  of  spinal 
curvature  of  >35  degrees  is  1:1,000  and  of  >70 
degrees,  the  incidence  is  0.1:1,000. 

Structural  scoliosis  is  characterized  by  the 
presence  of  a fixed  rotational  prominence  on 
the  convex  side  of  the  curve,  best  seen  with  the 
patient  in  the  forward-bending  position.  The 
vertebrae  are  rotated  into  the  convexity  of  the 
curve. 

Kyphosis  and  Lordosis 

Kyphosis  (seen  usually  without  any  significant 
respiratory  dysfunction)  is  an  increased 
posterior  or  decreased  anterior  angulation  of 
the  spine.  Lordosis  is  an  increased  anterior  or 

Dr.  Padman  is  a pediatric  pulmonologist  at  the  Alfred  I. 
duPont  Institute.  She  is  the  chief  in  the  Division  of 
Pulmonology  and  a chnical  instructor  at  Thomas  Jefferson 
University. 
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Figtires  LA  and  B.  Deformity  of  vertebrae  and  rih  cage  in 
scoliosis  illustrating  the  lateral  curvature  and  rotation  of 
vertebrae. 

decreased  posterior  angulation  of  the  spine.  A 
curvature  of  >40  degrees  is  considered 
abnormal  thoracic  kyphosis  and  lumbar 
lordosis.  Kyphoscoliosis,  a combination  of 
kyphosis  and  scoliosis,  is  a rare  and  usually 
congenital  abnormality  seen  in  progressive 
infantile  scoliosis.  Scheuermann  juvenile 
kyphosis  is  a fixed  kyphosis  which  develops 
around  the  time  of  puberty  (incidence  4 to  8 
percent),  which  shows  neither  vertebral 
rotation  nor  effect  on  lung  function. 

The  severity  of  scoliosis  is  usually  defined 
by  the  degree  of  deformity.  Determination  is 
performed  by  “drawing”  parallel  lines  between 
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the  upper  border  of  the  highest  vertebral  body 
and  the  lower  border  of  the  lowest  vertebral 
body  of  the  curve,  following  which  perpendicu- 
lar intersecting  lines  are  drawn.  The  angle  of 
curvature  (Cobb  angle)  consists  of  the  cephaled 
or  caudad  angles.  The  more  severe  the 
scoliosis,  the  larger  the  angle. 

To  establish  the  cause  of  scoliosis,  the  skin 
should  be  examined  for  cafe  au  lait  markings, 
neurofibromas  of  von  Recklinghausen  disease, 
pigmented  areas  of  hair  patches  (which  may 
indicate  underlying  congenital  vertebral 
abnormalities),  or  ichthyosis  (which  is  associ- 
ated with  degenerative  neuropathies).  Clinical 
evaluation  should  include  a complete  respira- 
tory, cardiovascular,  and  neuromuscular 
examination.  Several  studies  have  reported  an 
association  of  congenital  heart  disease  with 
scoliosis.  The  neuromuscular  examination 
should  be  relevant  to  the  congenital,  genetic, 
and  neurodegen erative  diseases  associated 
with  scoliosis. 

Idiopathic  scoliosis  comprises  80  percent  of 
all  scoliosis  diagnoses.  Corresponding  to  the 
peak  periods  of  growth,  there  are  three  well- 
marked  periods  of  onset:  infantile,  juvenile, 
and  adolescent.  There  is  a familial  incidence  of 


Table  1;  Respiratory  and  Cardiovascular  Impairment  in 
Scoliosis 


adolescent  idiopathic  scoliosis,  with  dominant 
inheritance  and  reduced  penetrance  noted. 

Long-term  studies  (about  50  years)  on  the 
cardiovascular  and  respiratory  function  in 
patients  with  untreated  severe  idiopathic 
scoliosis  demonstrated  a mortality  rate  twice 
that  of  the  general  population.  Average  age  of 
death  was  46.6  years.  Respiratory  or  right 
heart  failure  accounted  for  60  percent  of 
deaths.  Of  the  living  patients,  whose  mean  age 
was  62  years,  47  percent  were  incapacitated. 

Pulmonary  Function  in  Scoliosis 

Respiratoiy  and  Cardiovascular  Function 
(Table  1)  Kyphotic  curvature  of  35  to  40 
degrees  is  treated  only  for  pain  or  cosmetic 
reasons.  Progressive  severe  deformity  may  be 
treated  with  exercise,  orthosis,  or,  rarely, 
surgery.  In  flexible  kyphosis,  a posterior  spinal 
fusion  is  performed;  with  rigid  kyphosis,  an 
anterior  spinal  fusion  is  indicated. 

Spinal  curvatures  >90  degrees  greatly 
predispose  the  scoliotic  individual  to  cardiores- 
piratory failure  (as  outlined  in  Figure  2). 
Thoracic  curvature  <70  degrees  is  usually 
associated  with  an  asymptomatic  cardiorespi- 
ratory status  at  rest.  In  curves  of  about  100 

degrees,  symptoms 
such  as  dyspnea  on 
exertiffli  occur.  A 
curve  of  >120  degrees 
leads  to  alveolar 
hypoventilation  (Table 
1). 

Restrictive  pul- 
monary function  ab- 
normality is  seen 
with  a 50  to  60 
degree  curve,  with 
severity  related  to 
the  degree  of  curva- 
ture; the  greatest 
reduction  is  in  vital 
capacity.  Residual 
volume  remains  more 
or  less  within  the 
predicted  normal 
values  (Figure  3). 
This  relative  in- 
crease in  residual  volume  (residual  volume/ 
total  lung  capacity  ratio)  is  not  indicative  of 


Curve  < 70“  asymptomatic  at  rest 
Curve  > 100“  dyspnea  with  exertion 
Curve  > 120“  alveolar  hypoventilation 

Pulmonary  Cardiovascular 


• 

Restrictive  lung  disease 

• 

Pulmonary  arterial  hypertension 

• 

Lung  Hypoplasia 

• 

cor  pulmonale 

• 

Decreased  lung  compliance 

• 

Cardiomegaly 

• 

Decreased  chest  wall  compliance 

• 

Increased  elastic  work  of  breathing 

• 

Reduced  diffusion  capacity  — 
hypoxemia 

• 

Increased  ventilation  perfusion  mismatch  — 
hypoxemia 

• 

Hypoventilation  (increased  volume  dead  space/tidal 

volume) 

• 

Reduced  respiratory  drive 

• 

Respiratory  failure 
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Scoliosis  (Chest  Wall  Deformity) 


Defective  Mechanical  Coupling  Between 
Chest  Cage  Inspiratory  Muscles 


Decrease  in 
Lung  Volumes 


Chest  Wall  Stiffness 


Ventilation/Perfusion 
Mismatch 
Decline  in 
Diffusion  Capacity 

♦ 

Hypoxemia-* 


Increase  in 
Work  of  Breathing 


Restricted  Pulmonary 
Vascular  Bed 

pi^ 

Pulmonary 
Hypertension  -• — 
Corpulmonale 


Shallow  Rapid 

Breathing 

Alveolar  Hypoventilation 

i 

Hypercapnia 


Cardiac  Failure 


Respiratory  Failure 


Cardiorespiratory  Failure 


Figfure  2.  Diagram  of  the  pathophysiology  of  cardiorespi- 
ratory effects  of  scoliosis. 


Figure  3.  Comparison  of  lung  volumes  in  normsil  patients 
and  in  patients  with  scoliosis.  (ERV  = expiratory  reserve 
volume;  IC  = inspiratory  capacity;  RV  = residual  volume) 


obstructive  airway  disease.  The  expiratory  air 
flow  rates  fall  in  proportion  to  the  restricted 
lung  volumes.  Chest  deformity/stiffness,  in- 
spiratory muscles  working  at  a mechanical 
disadvantage,  and  impaired  lung  growth  all 
contribute  to  this  effect  on  lung  function. 

In  scoliosis,  abnormal  breathing  mechan- 
ics are  enhanced,  with  a stiff  chest  cage  and 
small  lungs.  Abnormality  of  elastic  resistance 
of  the  chest  wall,  which  favors  a rapid,  shallow 
breathing  pattern,  leads  to  hypoventilation. 
Hypoxemia  is  related  to  alveolar  hypo- 
ventilation and  an  increase  in  alveolar  arterial 
gradient  for  oxygen,  which  is  related  to 
decreased  diffusion  capacity  and  ventilation 
perfusion  mismatch  (as  seen  in  Figure  2).  The 
mis-match  is  due  to  a compressive  decrease  in 
lung  volume,  airway  closure,  localized  under- 
ventilation within  ahemithorax,  or  microatelectasis 
of  normal  alveoli  secondary  to  a mechanical 
impediment.  The  hemi-lung  on  the  convex  side 
has  the  slowest  flow  rate  and  smallest  volume, 
and  is  poorly  ventilated  but  well  perfused.  The 
hemi-lung  on  the  concave  side  has  increased 
perfusion  but  no  associated  increase  in 


ventilation. 

At  any  given  Cobb  angle,  patients  with 
congenital  scoliosis  (with  its  associated  rib 
abnormalities)  will  have  at  least  15  percent  less 
vital  capacity  than  those  with  idiopathic 
scoliosis.  As  the  loss  of  vital  capacity  in  both 
groups  of  patients  increases  progressively  with 
the  Cobb  angle,  the  former  are  at  a constant 
lung  function  disadvantage,  with  a degree  of 
pulmonary  hypoplasia  and  reduced  bronchial 
generations.  It  has  been  suggested  that 
congenital  scoliosis  originates  very  early  in 
embryonic  life,  with  the  defect  occurring  prior 
to  16  weeks  of  gestational  age  (when  the 
bronchial  tree  to  terminal  bronchiole  is 
completed).  In  congenital  scoliosis  there  seems 
to  be  failure  of  alveolar  multiplication  with 
associated  congenital  cardiac  defect  of  8 to  12 
percent.  In  idiopathic  scoliosis  the  alveoli  do 
not  increase  in  size. 

Clinicians  must  be  alert  to  the  possibility  of 
diaphragm  weakness,  which  may  be  signaled 
by  severe  orthopnea.  This  can  be  confirmed  by 
an  approximate  drop  of  50  percent  in  vital 
capacity  when  the  patient  lies  flat  from  a 
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seated  position,  especially  in  patients  with 
neuromuscular  scoliosis. 

Asymptomatic  adolescents  with  idiopathic 
scoliosis  have  a diffusion  capacity  reduction  of 
70  percent  of  predicted.  With  dyspnea,  the 
reduction  is  58  percent  of  predicted;  with 
hypercapnia  and  cor  pulmonale  the  diffusion 
capacity  is  43  percent  of  predicted.  These 
reductions  may  be  related  to  deformity  or 
distortion  of  some  portion  of  the  lungs,  or 
failure  of  the  lungs  to  grow. 

The  respiratory  drive,  as  measured  by  the 
rebreathing  COg  technique,  is  often  subnor- 
mal. This  technique  reflects  the  mechanical 
properties  of  the  thorax,  measuring  both  the 
output  of  the  respiratory  center  and  the  ability 
of  the  chest  wall  muscles  to  have  an  effect  on 
ventilation.  The  degree  of  abnormality  in 
ventilatory  response  is  proportional  to  vital 
capacity  and  chest  wall/lung  stiffness. 

Respiratory  failure  in  severe  scoliosis 
occurs  initially  at  night,  especially  during 
rapid  eye  movement  sleep,  and  is  associated 
with  diminished  oxygen  and  carbon  dioxide 
sensitivity,  ventilation  perfusion  mismatch, 
and  upper  airway  obstruction.  Nocturnal 
h3rpoxemia  seems  to  be  very  important  in  the 
development  of  pulmonary  hypertension  from 
hypoxic  vasoconstriction  and  right  heart 
failure,  leading  to  cor  pulmonale.  Patients 
commonly  die  from  hypoxic  cardiac  arrhythmias 
at  night. 

The  steep  rise  of  pulmonary  artery 
pressure  during  exercise  in  scoliotic  patients  is 
related  to  lung  volume.  Lung  size  determines 
many  aspects  of  respiratory  function  and 
pulmonary  hypertension  in  these  patients. 
However,  lung  size  is  dependent  on  the  shape 
of  the  thorax  and  ultimately  on  mechanical 
forces. 

Pulmonary  Arterial  Hypertension  and 
Cor  Pulmonale  in  Disorders  of  the  Thorax 

The  pulmonary  arterial  hypertension  of 
kyphoscoliosis  has  diverse  origins.  The 
common  denominator  appears  to  be  small 
lungs,  with  a decrease  in  the  cross-sectional 
area  of  the  vascular  bed  through  compression, 
diminution  in  distensibility,  and  distortion  of 
vessels.  An  additional  anatomic  complication 
arises  from  thickening  of  the  media  of  the  small 
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pulmonary  vessels,  presumably  by  a blood  flow 
which  is  inordinate  for  the  size  of  the  vascular 
bed. 

Pathologic  studies  of  small  pulmonary 
arteries  have  been  performed  in  patients  with 
congenital  and  neuromuscular  scoliosis  who 
are  dying  of  cardiorespiratory  failure.  Evi- 
dence is  seen  for  hypertrophy  of  arterial 
muscle,  extension  of  muscularization  towards 
the  periphery  of  the  lung,  and  right  ventricular 
hypertrophy. 

Other  factors  include  a hypoxemic- 
imposed  functional  increase  in  pulmonary 
vascular  resistance  (amenable  to  treatment) 
and  anatomic  changes  of  alveolar  atrophy/ 
hypoplasia  and  limited  vascular  bed  (largely 
irreversible).  Overt  right  heart  failure  with 
dyspnea  and  cyanosis  has  been  reported  in  the 
literature. 

Management  of  Idiopathic  Scoliosis 

Management  of  idiopathic  scoliosis  depends  on 
two  critical  factors:  whether  the  curve  is  likely 
to  progress  before  cessation  of  growth  and 
whether  further  progression  can  be  expected  in 
the  mature  patient. 

Over  the  last  20  years,  mass  screening  of 
children  has  elicited  important  information. 
Fewer  than  0.1  percent  of  United  States  school 
children  have  severe  idiopathic  scoliosis  in 
excess  of  40  degrees.  Two  percent  of  the 
population  have  curvature  of  10  degrees  or 
more.  Primary  care  physicians  should  be 
aware  that  the  risk  of  a larger  thoracic  curve  is 
increased  in  premenarchal  females. 

Current  treatment  modalities  include 
bracing  and  surgical  intervention.  However, 
bracing  for  thoracic  scoliosis  significantly 
decreases  lung  volumes,  with  a mean  16  to  18 
percent  decrease  in  functional  residual 
capacity,  total  lung  capacity,  and  forced  vital 
capacity.  Bracing  also  poses  an  additional  risk 
factor  in  the  presence  of  other  disorders,  such 
as  asthma  and  diaphragmatic  weakness. 

Surgical  Interventions 

For  patients  experiencing  progression  of 
scoliosis  with  thoracic  lordosis,  most  surgeons 
perform  a spinal  fusion.  Spinal  instrumenta- 
tion, which  improves  surgical  outcome  and 
hastens  recovery,  is  recommended  for  a 
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progressive  curve  of  >45  degrees  in  a skeletally 
immature  patient.  The  Cotrel-Dubousset 
system  provides  excellent  cosmetic  correction, 
particularly  of  rib  hump  deformities. 

A decline  in  pulmonary  function  in 
patients  with  idiopathic  scoliosis  is  usually 
seen  following  spinal  fusion.  This  results  from 
a decrease  in  chest  wall  compliance  and 
alteration  of  abdominal  contents.  Decline  in 
functional  residual  capacity  and  expiratory 
reserve  volume  is  related  to  posture  change. 
The  configuration  of  the  rib  cage  and 
mechanical  properties  of  the  lung  and  chest 
wall  alters  neuromotor  control  of  the 
diaphragm  and  intercostal  muscles  as  well. 

Following  surgery,  functional  residual 
capacity  usually  returns  to  80  percent  of  the 
preoperative  value  during  the  first  five  days 
post-surgery.  Vital  capacity  recovers  more 
slowly,  to  only  60  to  70  percent  of  preoperative 
value  at  seven  days  post-surgery.  Vital 
capacity  may  take  up  to  two  years  to  return  to 
the  preoperative  value. 

Principles  in  Medical  Management 
of  Kyphoscoliosis 

The  vast  majority  of  individuals  with 
kyphoscoliosis  never  develop  cardiorespiratory 
failure,  with  childhood  symptoms  unlikely. 
However,  children  whose  vital  capacity  is 
greater  than  60  percent  of  predicted  value  do 
not  develop  cardiorespiratory  failure.  There, 
primary  care  physicians  should  measure  vital 
capacity  on  a yearly  basis  during  growth, 
which  might  serve  as  an  indicator  for 
development  of  cardiorespiratory  failure  in 
adulthood.  Lung  function  in  adult  idiopathic 
scoliosis  has  been  studied  by  Pehrsson  et  al.  in 
1991.  Respiratory  failure  occurred  only  in 
patients  with  a vital  capacity  of  <45  percent 
and  a scoliotic  curve  of  >110  degrees.  Normal 
aging  reduces  this  already  decreased  ventila- 
tory capacity  further. 

When  vital  capacity  reveals  a progressive 
decline  to  less  than  50  percent,  intermittent 
positive  pressure  breathing  treatment  should 
be  considered.  Following  treatment,  the 
chronically  decreased  lung  compliance  in- 
creases an  average  of  70  percent  and  is 
maintained  for  as  long  as  three  hours.  Lung 
tissue  resistance  decreases,  with  an  increase  in 
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lung  compliance  without  a corresponding 
increase  in  functional  respiratory  capacity. 
This  is  suggestive  of  a reorientation  of  alveolar 
surface  forces.  Expansion  of  collapsed  air 
spaces  with  an  accompanying  decrease  in  work 
of  breathing  is  evidenced  as  well. 

When  vital  capacity  declines  further  to  less 
than  30  percent,  patients  must  be  referred  to  a 
pulmonary  specialist  for  sleep  study  evaluation 
for  nocturnal  hypoxemia  and  hypoventilation. 
Prevention  of  chronic  alveolar  hypoventilation 
and  cor  pulmonale  can  be  achieved  through 
oxygen  supplementation,  and  sleep-induced 
hypoventilation  and  desaturation  can  be 
treated  with  nocturnal  ventilation.  Mechanical 
assistive  devices  used  for  ventilation  to 
maintain  normal  pCOg  include  iron  lungs, 
intermittent  positive  pressure  breathing  via 
tracheostomies,  rocking  beds,  and  cuirass 
shells.  Noninvasive  nocturnal  ventilation  with 
either  a volume  ventilator  or  bi-level  positive 
airway  pressure  using  a nasal  mask  can 
improve  respiratory  and  right-sided  heart 
failure  in  patients  with  kyphoscoliosis. 
Treating  cor  pulmonale  with  diuretics, 
scrutinizing  acid/base  balance,  and  avoiding 
hypokalemic  alkalosis  are  all  part-and-parcel 
of  therapy  at  this  stage.  Pharmacological 
respiratory  stimulants,  such  as  theophylline, 
can  be  utilized  to  combat  acute  or  chronic 
hypoventilation,  and  may  replace  the  ventila- 
tory stimulus  that  is  withdrawn  when  oxygen 
is  given  for  hypoxemia.  ■ 
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Managed  Care:  What  Is  It?  How  Will  It  Affect  Long-Term  Care? 


Sandra  Kaufinann  Battaglia,  Esq. 


I.  Definition 

A.  System  designed  to  organize,  manage  and  finance  the  delivery  of 
health  care  services  to  a defined  population. 

B.  Comes  in  many  forms  — most  traditional  indemnity  insurance 
programs  have  an  element  of  managed  care  as  well  as  the  more 
easily  recognizable  form  of  managed  care  through  HMOs. 

C.  Managed  care  attempts  to  manage  both  the  health  system  and  the 
provision  of  care  by  influencing  and  measuring:  utilization,  cost, 
performance  and  quality,  all  with  the  objective  of  delivering  value 
and  quality  for  a reasonable  cost. 


n.  Forms  of  Managed  Care 

A.  Managed  Indemnity  — few  restrictions,  and  no  restriction  on 
licensed  providers;  low  level  utilization  management  primarily 
through  precertification,  second  opinion,  large  case  management 
and  responsibility  of  insured  to  comply. 

B.  Service  Plan  — similar  to  indemnity  plans,  primarily  through  Blue 
Cross/Blue  Shield,  contract  with  providers  for  such  concessions  as 
no  balance  billing,  maximum  allowable  charges,  payment  directly 
to  provider,  access  to  records,  retrospective  adjustments  and 
defined  rights  and  responsibilities. 

C.  Preferred  Provider  Organization  (PPO)  — contractual  relation- 
ships between  providers  (hospitals,  physicians  etc.)  and 
purchasers  (insurers  and  employers)  to  provide  services  to  groups 
of  beneficiaries  (enrollees)  at  group  or  discounted  rates. 
Organization  acts  as  a broker  and  generally  carries  no  financial 
risk. 

D.  Point  of  Service  Plans  (POS)  — offer  HMO  and  indemnity 
insurance  in  same  plan.  Type  of  coverage  is  a choice  at  the  “point 
of  service.”  By  having  indemnity  provisions,  enrollees  can  receive 
service  from  non-participating  providers  with  co-insurance  and 


“Managed  Care  Orga- 
nizations (MCOs)  have 
become  increasingly 
popular  in  an  era  when 
economic  issues  are  im- 
portant, health  care  re- 
form is  being  discussed 
and  public  financial  re- 
sources are  dwindling.  ” 


Ms.  Battaglia  is  the  vice  president,  general  counsel.  Peninsula  United  Methodist 
Homes,  Inc.  This  report  was  presented  to  the  Delaware  Health  Care  Facilities 
Association  on  May  18, 1995. 
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“Medicare,  Medicaid 
and  Social  Security 
comprise  over  a third  of 
the  federal  budget.” 


higher  deductibles  for  the  indemnity  option. 

E.  Exclusive  Provider  Organization  (EPO)  — typically  employer  or  insurer 
purchased  managed  care  plan,  formed  from  existing  PPOs  with  exclusive 
contracts  with  select  providers.  Members  allowed  coverage  only  from 
participating  providers. 

F.  Integrated  Delivery  Models  (IDMs)  — can  take  many  different  forms. 
Horizontal  and  vertical  integration  of  services  through  such  types  of 
organizations,  as  independent  practice  associations  (IPAs),  clinics 
without  walls,  physician  groups,  service  bureaus,  physician/hospital 
organizations  (PHOs),  management  service  organizations  (MSOs). 

G.  Health  Maintenance  Organizations  (HMOs)  also  take  many  forms.  All 
provide  a comprehensive  range  of  health  care  services  for  enrolled 
membership  for  annual  per  capita  premium  amount  (capitation). 
Physician  (or  group)  assumes  some  financial  risk.  Range  from  staff 
model  where  physicians  are  employees  to  group  model  where  contracts 
are  with  multispecialty  group  practices,  to  IPAs  where  contract  is  with 
the  IPA  which  then  contracts  with  individual  physicians. 

III.  Use  of  Managed  Care 

A.  HMOs  are  very  common  in  California,  New  York,  Florida  and 
Pennsylvania.  The  statistics  from  December  1991  show  that  one-quarter 
of  all  HMO  enrollees  are  in  California  (Group  Health  Association  of 
America,  National  Directory  of  HMOs,  1994). 

B.  In  the  Metropolitan  Statistical  Area  that  includes  Wilmington,  as  of  12/ 
31/91,  28  percent  of  the  population  was  enrolled  in  one  of  23  HMOs 
(MSA  is  Philadelphia,  Wilmington,  Trenton,  PA-NJ-DE-MD). 

C.  As  of  the  end  of  1993,  545  HMOs  were  operating  in  the  United  States 
covering  45.2  million  members.  Enrollment  in  1980  was  9 million;  by 
1985,  that  number  was  up  to  19  million.  Estimates  are  that  at  the  end  of 
1994,  50  million  Americans  were  covered  under  HMOs. 

D.  Managed  care  in  the  Medicare  area  has  been  available  for  many  years, 
but  only  a small  number  of  beneficiaries  were  enrolled  (approximately  9 
percent)  but  those  numbers  are  growing.  Last  year  plan  enrollment 
increased  by  16  percent  and  the  number  of  Medicare  managed  care  plans 
increased  by  20  percent,  with  growth  particularly  in  the  Northeast. 

IV.  Managed  Care  in  the  Medicare  Arena 

A.  Many  managed  care  Medicare  plans  enter  into  contracts  with  the  Health 
Care  Financing  Administration  (HCFA)  to  provide  Medicare-covered 
services  to  enrolled  Medicare  beneficiaries. 

1.  HCFA  pays  the  plan  a monthly  premium  which  represents 
Medicare’s  share  of  the  cost  of  service  to  the  beneficiary.  The 
beneficiary  does  not  have  to  pay  any  deductible  or  co-insurance. 
Instead,  the  plan  charges  the  beneficiary  either  a monthly  premium 
or  a nominal  co-pay  as  the  services  are  used. 

2.  The  beneficiary  often  must  still  continue  to  pay  the  Medicare  Part  B 
monthly  premium. 

3.  HCFA  does  not  have  to  contract  with  all  providers.  It  will  choose 
certain  providers  in  a geographic  area  based  primarily  on  cost 
aspects  so  that  providers  generally  must  be  one  of  the  lowest  cost 
providers  in  the  region  in  order  to  be  chosen. 
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B.  There  are  three  types  of  managed  care  plans  — “risk”  contracts,  “cost” 
contracts  and  “health  care  prepayment  plan”  (HCPP)  agreements. 

1.  Risk  contracts  provide  all  of  the  Medicare  benefits  generally 
available  in  the  plan’s  service  area  and  can  offer  extra  benefits  not 
otherwise  covered  either  at  no  additional  cost  or  as  a required 
purchase.  Plan  has  a lock-in  provision  in  that  beneficiary  is  locked 
into  receiving  all  covered  care  through  the  plan  or  through  referrals  by 
the  plan.  If  beneficiary  goes  outside  the  plan,  the  beneficiary  must  pay 
the  entire  cost  out  of  his  or  her  own  funds. 

2.  Cost  contracts  provide  same  basic  benefits  but  are  prohibited  from 
providing  extra  benefits  at  no  cost  and  cannot  require  beneficiary  to 
purchase  these  extra  benefits.  Do  not  have  the  lock-in  provision  so 
that  beneficiary  can  go  either  to  the  health  care  providers  associated 
with  the  plan  or  can  go  outside  the  plan.  If  the  beneficiary  goes 
outside.  Medicare  pays  its  share  of  the  approved  charges  and 
beneficiary  is  responsible  for  applicable  Medicare  deductibles  and 
coinsurance  and  any  charges  in  excess  of  Medicare-approved  amount. 

3.  HCPP  agreement  is  similar  to  cost  plan  in  that  participants  are  not 
locked  into  receiving  benefits  only  from  the  plan,  but  HCPPs  do  not 
have  to  offer  the  full  range  of  Medicare  benefits  and  do  not  have  to 
comply  with  all  of  the  requirements  that  apply  to  risk  and  cost  plans. 
For  example,  do  not  have  to  have  open  enrollment  period,  can  refuse 
to  enroll  beneficiary  on  the  basis  of  health  conditions  and  the 
Medicare  rules  that  do  apply  only  apply  to  the  services  covered  by 
Part  B. 

4.  In  some  circumstances,  managed  care  programs  may  take  the  place  of 
Medigap  coverage. 

a.  In  a risk  contract,  Medigap  policy  will  be  of  little  or  no  benefit 
since  beneficiary  must  get  all  services  through  plan  and  neither 
Medicare  nor  Medigap  will  pay  if  beneficiary  goes  outside  the 
system. 

b.  In  cost  or  HCPP  plan,  beneficiary  is  encouraged  to  receive  all 
services  through  the  plan  since  the  beneficiary  already  is  paying 
a premium  and  co-payments  will  be  minimal,  but  if  beneficiary 
expects  to  receive  a lot  of  services  outside  of  the  plan,  then  the 
Medigap  policy  might  cover  deductibles  and  co-insurance. 

V.  Why  Managed  Care  in  Medicare? 

A.  Managed  care  organizations  (MCOs)  have  become  increasingly  popular 
in  an  era  when  economic  issues  are  important,  health  care  reform  is  being 
discussed  and  public  financial  resources  are  dwindling. 

B.  MCOs  offer  incentives  to  limit  physician  access  and  reduce  hospital 
utilization  through  preventive  medicine,  outpatient  ambulatory  services 
or  less  expensive  institutional  arrangements.  Under  fee  for  service, 
physicians,  hospitals  and  third  party  insurers  had  little  or  no  economic 
incentive  to  reduce  either  physician  access  or  institutional  stays. 

C.  Under  fee  for  service,  the  incentive  was  the  opposite  — physician  incomes 
were  directly  related  to  the  volume  of  patients  and  services  rendered. 
Hospital  revenues  derived  from  keeping  institutional  beds  full,  and  health 
insurance  company  revenues  were  linked  to  premium  charges  based  on  the 
level  and  volume  of  indemnity  coverage. 


‘‘The  best  way  for  a 
facility  to  prepare  it- 
self for  this  new  world 
is  to  control  its  costs  so 
that  when  the  time 
comes  that  it  must 
contract  with  an  HMO, 
the  HMO  will  review 
its  request  in  a favor- 
able light.” 


Del  Med  Jrl,  October  1995,  Vol  67  No  10 


538 


Special  Article 


the  only  way  that  the 
facility  will  get  on  that 
list  is  if  its  costs  are 
competitive.  Quality  of 
service  will  not  be  as 
important  as  cost." 


D.  Medicare  is  primarily  a fee-for- service  program  with  the  insurer  being 
the  federal  government,  with  costs  of  over  $150  billion  per  year. 
Medicare,  Medicaid  and  Social  Security  comprise  over  a third  of  the 
federal  budget. 

E.  The  trustees  of  the  Hospital  Insurance  Fund,  the  fund  which  pays  the 
Part  A benefits,  have  issued  a report  projecting  that  with  a growth  rate 
of  9 percent  over  each  of  the  next  seven  years,  the  fund  will  be  bankrupt 
in  2002.  Even  those  who  are  skeptical  of  this  report  admit  that  Medicare 
faces  a long-term  funding  crisis  especially  as  the  baby  boomers  reach 
eligibility  for  the  program  in  2010. 

F.  Lawmakers  see  managed  care,  in  conjunction  with  other  reforms,  as  a 
way  of  managing  Medicare  costs  - look  to  the  private  sector  and  see  that 
managed  care  has  resulted  in  cost  savings. 

G.  Managed  care  organizations  see  the  Medicare  market  as  one  that  is 
worth  expanding  into.  A Medicare  HMO  receives  a monthly  check  from 
the  government  equal  to  95  percent  of  the  average  cost  of  treating 
residents  of  that  geographic  area,  then  the  HMOs  are  free  to  pay 
physicians,  hospitals  and  other  providers  as  they  see  fit,  and  if  the  cost 
of  treating  the  patient  is  less  than  the  government  contribution,  the 
HMO  keeps  the  difference. 

H.  HMOs  argue  that  by  using  the  gatekeeper  method  they  can  cut  down  on 
hospitalization  and  overuse  of  specialists  - for  example  many  Medicare 
HMOs  average  fewer  than  1200  hospital  days  per  year  for  each  1000 
members.  Comparable  groups  of  Medicare  beneficiaries  average  2500 
days.  Some  of  the  reason  may  be  that  the  HMOs  have  healthier 
members,  but  another  reason  could  be  the  HMO  emphasis  on  preventive 
measures  rather  that  waiting  for  the  problem  to  progress  to  the  point 
where  hospitalization  is  needed. 

I.  In  order  to  get  selected  (and  to  ultimately  show  a profit),  MCOs  must  be 
low  cost  providers  so  mergers  and  affiliations  among  existing 
organizations  into  an  MCO  are  common,  to  allow  for  economies  of 
scale  and  other  measures  that  will  reduce  costs. 

VI.  Effect  of  Managed  Care  on  Long-Term  Providers 

A.  Continuing  Care  Retirement  Committees  (CCRCs)where  residents 
have  selected  the  HMO  to  provide  their  Medicare  benefits,  then  the 
resident’s  primary  care  physician  will  act  as  gatekeeper  and  will 
determine  (based  on  an  approved  list)  which  hospitals  and  nursing 
facilities  will  be  used  to  serve  the  resident’s  needs. 

B.  For  nursing  homes,  whether  patients  are  admitted  will  depend  on 
whether  the  nursing  facility  has  contracted  with  the  patierit’s  HMO. 

C.  In  either  case,  to  get  on  the  approved  list  is  the  important  step,  and  the 
only  way  that  the  facility  will  get  on  that  list  is  if  its  costs  are 
competitive.  Quality  of  service  will  not  be  as  important  as  cost. 

D.  Facilities  will  have  to  make  determined  efforts  to  control  costs,  which 
may  result  in  all  facilities  looking  for  partners  to  create  economies  of 
scale  and  to  keep  costs  at  the  lowest  possible  level. 

E.  There  will  be  many  opportunities  for  nursing  facilities  because  the  goal 
of  the  HMO  is  to  reduce  hospitalization  so  patients  will  be  discharged 
“sicker”  than  in  the  past  and  will  need  some  form  of  intermediate  or 
subacute  care. 
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F.  Other  entities  in  the  health  care  system  will  be  competing  for  these 
patients,  including  the  hospitals,  which  will  seek  to  convert  unused 
beds  to  subacute  use. 

G.  Other  services,  such  as  blood  testing,  occupational  therapy  and 
physical  therapy  will  also  be  subject  to  the  guidelines  established  by 
the  HMO.  If  the  HMO  has  a contract  with  a provider  of  services  and 
your  facility  uses  a different  provider  that  does  not  have  a contract, 
then  the  service  may  not  be  eligible  for  reimbursement. 

VII.  Conclusion 

A.  Given  the  financial  picture,  more  Medicare  beneficiaries  will  be 
encouraged  to  enter  HMOs,  and  the  extent  to  which  this  movement 
towards  HMOs  accelerates  in  this  area  will  dictate  the  response  of  our 
local  facilities. 

B.  Increases  in  the  number  of  people  covered  by  Medicare  HMOs  are 
likely  to  occur  given  the  increasing  penetration  of  the  pre-Medicare- 
age  persons  into  HMOs  and  the  probable  cost  savings  that  may  be 
developed  as  Congress  attempts  to  control  the  rate  of  increase  in 
Medicare  spending. 

C.  The  best  way  for  a facility  to  prepare  itself  for  this  new  world  is  to 
control  its  costs  so  that  when  the  time  comes  that  it  must  contract  with 
an  HMO,  the  HMO  will  review  its  request  in  a favorable  light. 

D.  In  order  to  keep  costs  low  and  thus  to  be  competitive  in  the  market, 
organizations  will  have  to  look  to  new  alliances  and  affiliations  with 
one  another.  Consolidations  of  hospitals,  MCOs  and  new  alliances 
among  health  institutions  has  already  swept  through  many  parts  of  the 
country  and  will  only  become  more  prevalent  as  the  use  of  managed 
care  grows.  ■ 


In  order  to  keep  costs  low 
and  thus  to  be  competitive 
in  the  market  organiza- 
tions will  have  to  look  to 
new  alliances  and  affilia- 
tions with  one  another. 


ybuCain 


Claire  Guise 

Health  Care 
Recruiter 
12  Years  Experience 


302-656-5555 

1700  ShallcToss  Ave. 
Wilmiiufton,  DE  198(X) 


The  Area's  Fastest  Growia 


m^tajjhu^kmc^ 


“I  want  to  live.” 

Ashley  has  cancer.  It  sounds  like  such 
a grown-up  disease,  but  each  year,  more 
than  6,000  American  children  will  be 
stricken  with  cancer. 

Ashley,  and  thousands  of  others  like 
her,  will  have  a chance  to  beat  cancer 
because  of  the  life-saving  research  and 
treatments  developed  at  St.  Jude 
Children’s  Research  Hospital. 

To  find  out  more,  call  1-800-877-5833. 

ST.  JUDE  CHILDREN'S 
RESEARCH  HOSPITAL 

Danny  Thomas,  Founder 
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WOMENS  IMAGING  CENTED 


EPiDOVAGIISAL  SCAISISIISG 


BREAST  ASFIRATIOPi  OF  SOLID  AISD  CYSTIC  MASSES 
UNDER  ULTRASONIC  GUIDANCE 

AMNIOCENTESIS 


CHORIONIC  VILLI  SAMPLING  PROGRAM* 
WITH  GENETIC  GUIDANCE  COUNSELING 

*Affiliated  with  the  Medical  Center  of  Delaware 
and  Jefferson  Medical  College 


J 2 4-2 6 Omega  Drive 
Mewark,  Delaware  19713 

(302)  738-9100 

HOURS:  Mon.  to  Fri.  8AM  - 5FM  • Wed.  SAM  - 8FM  • Sat.  SAM  - IFM 
Radiology  Consultants: 

Steven  Edell,  D.O.,  F.A.C.R.  Christine  DietricJx  M.D.  Barbara  Peters,  M.D. 

Susan  Barnes,  M.D.  Anthony  Scola,  M.D.  Anne  Lee,  M.D. 

Accredited  by  the  American  College  of  Radiology 


Ske  wanted  muck  more 
tkan  a credit  line. 

Sk  e needed  a private  kanker. 
Wky  Wilrnington  Trust? 


Not  just  because  we’re  consistently  rated  one  of  tke  strongest  financial 
institutions  in  tke  country.  But  tecause  well  work  witk  you  to  create 
an  interactive  partnerskip  - one  tkat  allows  us  to  create  flexikle, 
innovative  solutions  for  your  unique  needs.  Your  Wilmington  Trust 
Private  Banker  will  not  only  arrange  for  customized  credit, 
kut  will  also  provide  for  your  financial,  tax  and  estate  planning, 
personal  trust  and  asset  management  needs. 

To  discuss  kow  we  can  meet  your  financial  needs, 
please  call  Halsey  Spruance  at  302-651-8081 . 


WILMINGTON  TRUST 


LET  CONCORD  PLAZA  CURE 
YOUR  MEDICAL  OFFICE  ILLS. 


DuPont’s  downsizing  enables  us  to 
offer  the  80,000  square  foot  Quillen 
Building  to  medical  professionals.  We 
have  renovated  the  common  areas  and 
will  customize  top-quality  medical 
suites  at  very  attractive  tenns.  Already 
Brandywine  Pediatrics,  Cardiology  Con- 
sultants and  St.  Francis  Hospital  have 
occupied  over  15,000  square  feet  in  the 
building. 

Advantages  of  Concord  Plaza  include: 
on-site  cafeteria,  day  care,  banking, 
and  management,  24-hour  security 
guard  service,  free  parking,  and  com- 
petitive rental  rates. 

For  more  information  call: 

THE  CONCORD  GROUP,  INC. 
478-1190 


Papastavros’ 

Associates 

MEDJCAL 


Papastavros’  Associates  Medical  Imaging 
Centers  our  skilled  professionals  are  committed  to 
providing  the  most  advanced  diagnostics  in  a 
caring  and  comfortable  atmosphere. 

We  are  dedicated  to  meeting  the  ever  changing 
needs  of  the  community  and  maintaining  the 
highest  quality  service  available  today. 

‘Tfie  quality  services  tfiat  we  promde  include: 

♦ X-Hay  ♦ Xi.li.I.  Scanning  ♦ Ultrasound  ♦ 

♦ C.^X.'U.  Scan  ♦ J^uclear  Medicine  ♦ 

♦ Mammograpfry  ♦ 

‘Tull  Sendee  Imaging  Centers  Located  at: 

♦ 1 701  Augustine  CutOff  ♦ 40  Polly  Drummond  Hill  Rd. 


Suite  too,  Bldg.  IV 

Suite  100,  Bldg.  4 

Wilmington,  DE  19803 

Newark,  DE  19711 

(302}  6gi-^oi6 

(^02)  737-5^30 

Other  Convenient  Locations 

1508  Pennsylvania  Avenue 

^55-40^^ 

2700  Silverside  Road 

^78-1100 

1805  Foulk  Road 

475-^03^ 

420  Christiana  Medical  Center 

368-3353 

1320  Philadelphia  Pike 

732-2523 

1941  Limestone  Medical  Building 

^^2-0^02 

1502  Delaware  Street,  New  Castle 

}28-I^02 

2600  Summit  Bridge  Road 

836-8350 

16  Omega  Drive  Bldg,  B-89 

738-5500 

5317  Limestone  Road 

^33-3415 

550  Stanton-Christiana  Road 

^33-3910 

314  E.  Main  St.,  Newark,  DE 

455-0775 

Quality,  Care  and  Service  Since  155^ 


CONTINUING  MEDICAL  EDUCATION  OPPORTUNITIES 


HIV  Conference  to  be  Held  in  New  York  City 

A clinically  oriented  update  conference  on  management  of  the  HIV-infected  patient  will  take 
place  February  16-18,  1996,  in  New  York  City.  The  course  will  feature  a nationally  recognized 
faculty  who  will  review  the  current  state  of  the  art  from  a clinical  perspective. 

The  Center  for  Bio-Medical  Communication  designates  this  continuing  medical  education 
activity  for  20.25  credit  hours  in  Category  1 of  the  Physician’s  Recognition  Award  of  the  Ameri- 
can Medical  Association.  The  program  is  also  approved  for  20.25  prescribed  hours  from  the 
American  Academy  of  Family  Physicians  (AAFP)  and  the  American  Academy  of  Physician 
Assistants  (AAPA).  For  further  information  contact: 

Awilda  Pinillos 
Program  Director 
Tel.  (201)385-8080 
Fax  (201)385-5650 
EMail  CBCBioMed@AOL.COM 

The  Twelfth  Annual  Clinical  Update  in  Pulmonary  Medicine 

The  Twelfth  Annual  Clinical  Update  in  Pulmonary  Medicine  will  take  place  at  the  Trump  Plaza 
Hotel  in  Atlantic  City,  New  Jersey  on  Saturday,  November  18,  1995.  The  Update  has  been 
approved  for  CME  credit.  For  more  information  contact: 

Center  for  Bio-Medical  Communication,  Inc. 

80  West  Madison  Avenue 
Dumont,  New  Jersey  07628 
(201)  385-8080 

1996  Rheumatology  Update  Scheduled  for  March  1996 

The  1996  Rheumatology  Update  will  be  held  March  9,  1996,  from  8:00  a.m.  to  12:30  p.m.,  at  the 
Christiana  Hilton  in  Newark,  DE.  The  program  is  chaired  by  rheumatologist  Nancy  Murphy 
MD.  For  further  information  contact  Mel  Anderson  at  the  Arthritis  Foundation:  (302)764-8254 
or  (800)292-9599. 

Annual  R.O.Y.  Warren  Seminar 

The  Annual  R.O.Y.  Warren  Seminar  is  scheduled  for  November  3,  1995,  at  the  Delaware  Acad- 
emy of  Medicine.  The  topics  will  include:  Children,  Adolescents  and  Television;  Adolescent 
Sexuality  and  Contraception;  Childhood  Hypertension;  Nephrotic  Syndrome;  Bacteremia;  and 
Pediatric  Emergency  Medicine.  For  registration  information  call  Chris  Schnatterer  at  (302)733- 
7679  or  Tom  Short  at  (302)656-1629. 

Delaware  Pediatric  Pulmonary  Symposium 

The  4th  Annual  Delaware  Pediatric  Pulmonary  Symposium  will  be  held  Friday,  November  3,  1995 
from  8:00  a.m.  to  3:00  p.m.  at  the  Alfred  I.  duPont  Institute  in  Wilmington,  Delaware.  For  more 
information  contact  Cynthia  V.  Messinger,  conference  coordinator,  at  (302)  651-4000. 
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Groups  of  three  or  more  physicians  or  surgeons 
qualify  for  special  underwriting  consideration  with  the 
Physicians  Protector  Plan®...  and  that  means  special, 
premium  credits  not  available  with  individual  policies. 

In  addition  to  its  attractive  premiums,  the  group 
practice  program  offers  flexibility  and  benefits  not 
always  found  in  individual  protection. 

And  the  group  coverage  is  provided  by  the  same,  fine 
insurance  group  that  provides  the  Physicians  Protector 
Plan  — CNA  Insurance  Companies.  CNA’s  financial 
strength  and  claims-paying  ability  have  been  reflected  in 
high  ratings  by  the  top  four  independent  rating  services: 
A.M.  Best,  Standard  & Poor’s,  Moody’s,  and  Duff  & 
Phelps. 

evA 

For  All  the  Commitments  You  Make® 


To  find  out  how  you  can  benefit  with  the  Physicians 
Protector  Plan’s  group  program,  contact  the  indepen- 
dent agents  listed  below  or  call: 

1-800-352-9218 

KT  & D,  Inc. 

Kevin  P.  Brady,  CIC,  Vice  President 
Wilmington,  Delaware 
1-800-942-4583 

PLI/Zutz,  Inc. 

Frank  T.  Wharton,  Vice  President 
Wilmington,  Delaware 
(302)  658-8000 


PHYHpIns' 

The  Physicians  Protector  Plan®  is  a trademark  of  Poe  & Brown,  Inc.,  Tampa.  Florida,  and  is 
underwritten  by  the  Continental  Casualty  Company  and  National  Fire  Insurance  Company  of 
Hartford,  two  of  the  CNA  Insurance  Companies. 


MSD  MONTHLY  ACTIVITIES 


Working  for  You: 
August  1995 


Leadership  Activities 

Met  with  Bob  Reed(BCBSD),  Joe 
Letnaunchyn(ADH)  and  Tom  Mieszala  to 
discuss  development  of  a community 
health  information  network  (CHIN)  Also 
met  with  Ward  Keever  and  Gary  Ferguson 
of  MCD  regarding  this  issue. 

Researched  new  accounting  software  for 
Society  operations 

Garth  A.  Koniver  MD  and  Mark  Meister 
met  with  investment  managers  regarding 
Society  investments. 

Charles  Minor  MD(chairman  of  the  Prison 
Health  Committee),  Mark  Meister,  Beverly 
Dieffenbach,  Bill  Killen(from  the  Public 
Defenders  office  and  Phil  Corrozi  met  to 
discuss  ombudsman  program  for  correc- 
tional system. 

Michael  J.  Bradley  DO  attended  Represen- 
tative Castle’s  Medicare  Town  Meeting  in 
Milford. 

Representatives  from  the  MSD  met  with 
First  Options  Health  Plan  to  discuss  the 
possibility  of  expanding  program  to 
Delaware. 

Michael  J.  Bradley  DO,  Anthony  L. 
Cucuzella  MD  and  Mark  Meister  met  with 
Peter  Shanley,  Esq.  to  discuss  current 
managed  care  issues. 

Michael  J.  Bradley  DO,  Diana  Dickson- 
Witmer  MD,  Mark  Meister,  Secretary 
Meconi  and  Carol  Ellis  met  to  discuss 
issues  regarding  the  Board  of  Medical 
Practice. 

Mark  Meister  interviewed  on  WHYY 
Channel  12  regarding  Medicaid  block 
grants. 
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Mark  Meister  and  Beverly  Dieffenbach  met 
with  Rhoslyn  Bishoff  MD  to  discuss  the 
planning  of  a domestic  violence  program. 

Physicians’  Advocate  Program  Activities 
Presented  Internship  Training  Program  “The 
Business  Side  of  Medicine”  at  Riverside  Hospital 
Met  with  representatives  from  Delaware 
Medical  Group  Management  Association 
regarding  collaboration  between  the  Soci- 
ety and  DMGMA 

Met  with  representatives  from  U.S. 
Healthcare. 

Met  with  new  Health  Services  Manager 
from  Aetna. 

Consulting  for  a medical  practice  regarding 
practice  management  evaluation. 
Answered  various  inquiries  from  physi- 
cians and  staff  regarding  practice  manage- 
ment and  contract  review  issues. 

Voluntary  Initiative  Program  Activities 
Referred  81  Medicaid  patients  to  VIP 
participating  physicians 

Continuing  Medical  Education  Activities 

Sponsored  11  educational  activities  for 
Category  1 credit. 

Major  Meetings 

MSDIS  monthly  directors’  meeting 
- Medicine  and  Religion  Committee  meeting 
Kent  County  Medical  Society  quarterly 
meeting 
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OrAMOPBumN 
nuruMAK£ 
You  ftfi  Bmm 


As  an  Air  Force  Reserve  physician, 
you'll  experience  all  the  rewards  of 
providing  care.  And  then  some. 

Because  as  part  of  our  nation's  vital 
defense  team,  you'll  help  protect 
the  strength  and  pride  of  America. 

In  the  Air  Force  Reserve,  you'll  feel 
the  excitement  a change  of  pace 
brings  as  you  gain  the  prestige  of 
military  rank  and  the  privilege  of 
working  with  some  of  the  world's 
best  medical  professionals.  And, 
you  can  update  your  knowledge 
through  the  Air  Force  Reserve's 
wide  selection  of  continuing  edu- 
cational opportunities. 

With  our  new,  flexible  schedule 
programs,  it's  never  been  easier  to 
give  something  back  to  your 
country. 

'The  Air  Force  Reserve.  It's  a great 
way  to  serve. 

Call:  (800)282-1390 
Ot  write  To: 

Kim  Mathew 
3720FetchetAve 
Suite  16 

Andrews  AFB,  MD  20331-5157 


25-501-0009 


A GREAT  WAY  TO  SERVE 


IN  BRIEF 


Meadow  Wood  Appoints  New  Medical  Director 

MeadowWood  Hospital  has  appointed  Robert  C.  Cohn  MD  as  its  new  medical  director.  Prior  to  his  appointment. 
Dr.  Cohni  served  as  Medical  Director  of  Adolescent  Services  at  MeadowWood  Hospital  and  is  presently  a Clinical 
Assistant  Professor  of  Psychiatry  at  the  Medical  College  of  Pennsylvania  and  the  University  of  Pennsylvania 
School  of  Medicine. 

MSD  School  Health  Talks 

A Special  Note  to  MSD  Members:  The  Medical  Society  of  Delaware  is  working  on  ways  to  publicize  this  program  to  more 
teachers.  For  talks  during  the  1995-1996  school  yedr,  we  urge  those  of  you  who  have  given  talks  before  to  contact  Lauryn 
Harkness  at  the  Medical  Society  to  renew  your  commitment.  We  also  request  offers  to  participate  from  those  of  you  who  have 
not  been  involved  in  this  program  before. 

The  following  is  an  excerpt  from  a letter  sent  to  the  school  teachers  of  Delaware  that  provides  some  details  of  the 
program: 

The  Medical  Society  of  Delaware  invites  the  participation  of  the  teachers  of  Delaware  in  our  school  health  talks 
program  “Physicians  and  Educators  for  Improved  Student  Health”  for  the  1995-96  school  year.  This  program 
started  in  1989  and  is  now  in  its  seventh  year  and  has  been  expanded  through  the  years  to  include  all  grades,  first 
through  twelfth.  The  program,  which  consists  of  over  27  subjects,  is  open  to  both  public  and  parochial  schools. 

During  the  program,  a videotape  is  shown  on  the  topic  of  the  day  for  about  10  to  15  minutes.  Next,  the 
physician  speaker  gives  an  informal  talk,  inviting  interruptions  for  questions  or  concerns.  The  remainder  of  the 
class  time  is  spent  answering  students’  questions  on  the  subject.  The  students  are  told  that  if  they  have  questions 
which  are  too  personal  to  ask  in  class,  they  may  phone  a physician  member  of  the  Medical  Society  of  Delaware 
at  any  time  for  a private  discussion,  without  any  charge.  The  home  phone  number  of  that  physcian,  not  always 
the  physician  giving  the  talk,  is  written  on  the  blackboard. 

We  urge  the  teachers  of  Delaware  to  include  their  students  in  this  cooperative  effort  of  the  Medical  Society 
of  Delaware,  the  Delaware  Division  of  Public  Health  and  the  Delaware  Department  of  Public  Instruction.  There 
is  no  charge  to  the  schools  for  this  valuable  program. 

For  more  information  or  a copy  of  the  School  Health  talks  brochure,  please  contact  Lauryn  Harkness  at  the 
Medical  Society  of  Delaware  at  658-7596  or  (800)  348-6800. 

Claymont  Health  Service  Names  New  Nurse  Coordinator 

As  of  September  1, 1995,  Mary  T.  McDonough  has  been  appointed  as  the  new  Nurse  Coordinator  of  the  Claymont 
Health  Service.  Ms.  McDonough  replaces  Mary  Ellen  Poole,  who  retired  this  summer. 

Kay  Lynam  MD  Named  Representative  for  Task  Force 

Dr.  Lynam  was  appointed  as  the  MSD  representative  to  the  Health  Care  Task  Force.  The  task  force,  chaired  by 
Society  member  Dr.  Lamar  Ekbladh,  was  formed  as  the  result  of  House  Concurrent  Resolution  No.  30,  sponsored 
by  Rep.  Jane  Maroney.  The  Task  Force  will  study  and  recommend  to  the  General  Assembly  a policy  on  perinatal 
care  hospital  stays. 
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PHYSICAL  THERAPY 


at  Hockessin 


John  Bradley,  P.T.  Srephen  Rapposelli,  P.T. 


Professionals  Dedicated 
to  Your  Patienfs  Health 

T Thorough  Evaluation  & 
Treatment 

T Close  Contact  with 
Referring  Physician 
▼ Convenient  Location 
T Individualized  Attention  to 
Your  Patients 

T Rapid  Response  to  Referrals 


& Sv&Uttf 

Mit  iMAUMMU  Mufltd  4Um  & ^^Udiem 


720  Yorklyn  Road  T Suite  110  Hockessin,  De  19707 

(302)  234-2288 


TERRESTERIAL 
CAPITAL  CORP. 

(Practice  Management  Group) 

To;  Pnctitionen 

From:  Terr§tt9rial  Capital  Carp. 

Terresterial  Capital  Corp.  (TCC)  a wholly 
owned  subsidary  of  Terresterial  Capital  v 
Holdings,  Inc.,  announces  the  expansion  of  its 
practice  management  group's  financial  service 
operations. 

Terresterial  Capital  Corp.  (TCC)  will  provide 
small  to  medium  practitioners  flexible  account 
receivable  financing  in  amounts  of  $50,000.00 
to  $150,000.00  per  month,  by  utilizing  third  party 
accounts  as  collaterial  on  an  on  going  basis. 


Con  (11  (21 
rate  established  as 
'prime'  plus+/-  % 
with  funding  level 
based  on  prior  monthly 
collection  history. 


SlTUBlufa 

Medicare,  Medicaid 
Other  third  party  plans 
no-self  pay 


(1)  the  funding  is  structured  as  an  on  going 
forty  five  (45)  day  transaction. 

(2)  the  "rate"  quoted  for  the  financing  will 
be  determined  by  Terresterial  Capital 
Funding,  Inc. 

A low  cost  billing  and  collection  service  is 
an  integral  part  of  the  financing. 

It  ‘z  snticipstsd  that  the  expanded  services 
provided  by  Terresterial  Capital  Corp.  (TCC)  will 
be  offered  to  qualified  practitioners  beginning 
in  October  of  1995. 

If  you  have  questions,  or  need  further 
information,  kindly  contact: 

Alien  Jackson 

Account  Executive 
400  East  Pratt  St. 

8th  Floor 

Baltimore,  MD  21202 
410-685-1664 


Over  12  years  of  protecting 
Delaware  doctors-and  counting. 


Only  one  company  has  earned  the  right  to  serve  as  the  exclusive  endorsed 
insurer  of  the  Medical  Society  of  Delaware  for  more  than  a dozen  years. 

PHICO  Insurance  Company. 

It  adds  up  to  experience  and  commitment.  And  a special  relationship  that 
offers  many  benefits  to  Delaware  doctors. 

Like  a dividend  plan  that’s  returned  over  $1.2  million  to  physicians  so  far. 

And  a 15-percent  premium  discount  for  doctors  with  no  claims  in  a 36- 
month  period.  What’s  more,  a 25-percent  discount  off  first-year  rates  for 
“new”  physicians,  and  a 15-percent  credit  in  the  second  year. 

There’s  even  a 50-percent  discount  available  for  full-time  teaching  physicians. 

Why  not  join  the  more  than  12,000  physicians  across  the  country  that 
depend  on  PHICO  for  their  insurance  protection? 


To  learn  more,  contact  your  insurance  broker  or  our  Marketing  Department 
at  1-800-382-1378. 


Diagnostic  Imaging  Associates,  pa 
Celebrates  the  Centennial  Anniversary  of 
The  Discovery  of  x-rays 

Wilhelm  Conrad  Roentgen  discovered  x-rays  in  1895  and  the  modern  age  of  medical  imaging  began. 
We  celebrate  that  beginning  with  a continuing  commitment  to  medical  imaging  excellence  for  our  patients. 


Dr.  Myung  Soo  Lee,  Radiologist,  ABR,  Pediatric  & Musculoskeletal  Imaging 

The  development  of  diagnostic  imaging  is  one  of  the  most  relevant  scientific 
advancements  in  our  daily  lives.  Diagnostic  imaging  uses  Magnetic  Resonance  Imaging  and 
superfast  spiral  CT  scanning  techniques  to  create  highly  accurate  medical  imaging  studies. 

As  we  learn  more  about  the  new  aspects  of  the  disease  process  and  the  important  role 
the  new  modalities  play  in  their  diagnosis,  the  more  we  appreciate  the  Roentgenological  study 
and  the  impact  it  has  had  on  the  clinical  care  of  the  patient  since  its  discovery. 

Thanks  to  Wilhelm  Roentgen  the  medical  imaging  profession  is  heading  towards  a new 
frontier  in  the  twenty  first  century. 


Our  full  range  of  out-patient  services  includes: 

• High-field  MRI  • New  spiral  CT  scanning  • Ultrasound  including  color  doppler 
• Mammography  • Fluoroscopy  • Nuclear  Medicine  • General  X-ray 

^ I 

Diagnostic  Imaging  Associates  has  seven  convenient  locations  in  New  Castle  County 
staffed  by  board  certified  radiologists  and  highly  trained  technologists.  Our  reports  are  sent 

promptly  via  fax  or  same  day  delivery  service.  Our  patients  are  scheduled  promptly  and  treated  [ 

|1 

with  efficient,  personal  care.  '■ 

For  patient  information  and  central  sheduling:  302-425-4DIA  I 


Diagnostic  Imaging  Associates,  PA 

Omega  Imaging  Associates  • L-6  Omega  Professional  Center  • Newark  • 738-9300 

Omega  Magnetic  Resonance  Imaging  Center  • L-6  Omega  Professional  Center  • Newark  • 738-9300 

Omega  Nuclear  Diagnostic  Center  • K-15  Omega  Professional  Center  • Newark  • 368-8150 

Brandywine  Imaging  Center  • 701  Foulk  Road  • Suite  E-1  • Wilmington  • 654-5300 

Pike  Creek  Imaging  Center  • 3105  Limestone  Road  • Suite  106  • 995-2037 

Wilmington  Magnetic  Resonance  Imaging  Center  • 1020  Union  Street  • Wilmington  • 427-9855 

Omega  Medical  Center  • K-15  Omega  Professional  Center  • Newark  • 368-5100 


Organized  Medical  IStaff  Section 

Twenty  Sixth  Assembly  Meeting 
November  30-December  4,  1995 
Washington  Hilton  and  Towers  Hotel 
Washington,  DC 

Send  an  AMA  member  physician  representative  from  your  hospital  or  health  care 
delivery  system  to  the  1995  Interim  American  Medical  Association  Organized  Medical 
Staff  Section  (AMA-OMSS)  Assembly  Meeting  to  be  held  November  30  - December  4, 
1995  in  Washington,  DC.  Don’t  pass  up  this  opportunity  to  participate  in  AMA’s  policy- 
making process  and  make  a difference  in  the  way  your  representative  organization 
responds  to  managed  care  and  other  important  issues  facing  today’s  physician.  You 
can  also  gain  valuable  knowledge  and  make  useful  contacts  by  attending  OMSS 
educational  programs  and  networking  functions. 

With  the  growth  of  managed  care,  the  merging  of  hospitals,  and  the  corporatization  of 
medicine,  the  traditional  roles  and  responsibilities  of  the  medical  staff  are  being 
challenged.  To  help  physicians  respond  effectively,  OMSS’s  educational  program 
titled,  “Creating  the  Future  and  Getting  There  First,”  will  focus  on  changing  the 
medical  staff  paradigm,  thinking  in  the  future  tense,  and  strengthening  the  physi- 
cians’ leadership  role  in  the  governance  of  hospitals,  integrated  delivery  systems,  and 
managed  care  organizations.  More  specifically,  the  session  will  address: 

• The  changing  environment  and  the  value  of  self-governance; 

• How  to  reengineer  and  improve  medical  staff  functions  and  processes; 

• The  attributes  of  a successful  self-governing  physician  organization  (PO); 

• The  components  of  governance  and  resources  needed  to  develop  a 
community-based  PO; 

• What  criteria  should  be  utilized  in  making  partnering  decisions;  and 

• How  to  manage  risk,  respond  to  legal  and  logistical  challenges,  and  raise  capital. 

For  new  insight  into  how  to  increase  physician  involvement  in  your  community  attend 
the  AMA-OMSS  Interim  Assembly  Education  Program  on  Friday,  December  1 from 
2:30  pm  to  5:30  pm  in  Washington,  DC. 

“The  American  Medical  Association  is  accredited  by  the  Accreditation  Council  for 
Continuing  Medical  Education  to  sponsor  continuing  medical  education  for  physi- 
cians.” 


▼ 

T 


• 

Representation, 
Education  and 
Networking 


“The  AMA  designates  this  medical  education  activity  for  up  to  3 credit  hours  in 
Category  1 of  the  Physician’s  Recognition  Award.” 

For  more  information  please  call  800  AMA-3211  and  ask  for  the  AMA’s  Department 
of  Organized  Medical  Staff  Services. 


American  Medical  Association 

Physicians  dedicated  to  the  health  of  America 
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INFORMATION  FOR 
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The  Delaware  Medical  Journal  is 
a monthly  publication  of  the  Medi- 
cal Society  of  Delaware.  The  Jowr- 
nal  reaches  approximately  75  per- 
cent of  the  state's  physicians,  as 
well  as  medical  libraries,  and  hos- 
pitals; its  circulation  is  approxi- 
mately 1,700. 

Full-,  half-  and  quarter-page  ad- 
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Journal  can  provide  such  services 
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ties). 
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MRI  Case  of  the  Month 


51  year  old  female  with  left  shoulder  pain  and  reduction  in  range  of  motion. 
MRI  examination  revealed  joint  effusion  and  subchondral  cyst  formation  at  the 
glenohumeral  joint  with  low-lying  acromion,  impingement  of  the  rotator  cuff 
and  associated  rotator  cuff  tear. 


All  body  and  musculoskeletal  MRI  interpretation  at  Central  Delaware  MRI  is 
performed  by  Dr.  Tze,  Chao  and  Lee  of  Diagnostic  Imaging  Associates. 


Central 
Delaware 

MRI 


Low  Claustrophobia  • Turbo  Spin  Echo  ‘MR  Angiography 


Robert  J.  Varipapa,  MD  Certified,  American  Society  Neuroimaging 

John  B.  Coll,  DO 

1093  S.  Governors  Avenue,  Dover,  DE  19904  (302)  674-5860 


Excellence  in  Imaging 


Now  two  locations  to  serve  you! 


Christiana  Imaging  Center  has  opened  a new  office 
conveniently  located  in  Foulkstone  Plaza  in  Brandywine 
Hundred. We ’re  making  our  high  quality  services  more 
convenient  for  your  patients. 

Our  new  facility  at  Foulkstone  Plaza  offers 
state-of-the-art  imaging: 

■ Mammography 

■ Ultrasound 

■ General  X-ray 

High-tech  equipment.  Superb  patient  care  and 
comfort.  Unsurpassed  radiologic  expertise. 

Christiana  Imaging  Center 

A Division  of  MCD  Holding  Company 

Services  at  Medical  Arts  Pavilion  include: 

■ MR  ■ CT  ■ X-ray  ■ Ultrasound  ■ Mammography 

Foulkstone  Plaza  Medical  Arts  Pavilion 

1401  Foulk  Rd.  4751  Ogletown-Stanton  Rd. 

Wilmington,  DE  1 9803  Newark,  DE  19713 
(302)  477-4300  (302)  73 1 -9800 

For  centralized  scheduling  call:  (302)  731-9860 


Professional  services  provided  by  X-Ray  Associates. 

Accredited  by  the  American  College  of  Radiology.  FDA  certified. 


PRESIDENT’S  PAGE 


Year  End 


As  my  year  comes  to  a close  I am  able  to  look 
back  over  the  accomplishments  and  near 
misses  we  have  had  and  feel  that  MSD  has  had 
another  good  year.  I must  thank  Mark  Meister 
and  Beverly  Dieffenbach  and  the  rest  of  the 
MSD  staff  for  all  their  assistance.  Without 
these  people  in  the  background  and  at  my  side, 
the  president’s  job  would  be  nearly  impossible. 

This  has  been  a very  busy  year,  and  the 
next  several  should  be  also.  The  job  as  your 
president  is  one  which  has  been  most  enjoyable 
and  most  tiring.  The  changes  in  health  system 
reform  that  have  been  going  on  for  the  last 
three  years  have  given  me  the  opportunity  to 
travel  throughout  the  state  and  country  on 
behalf  of  MSD.  The  problems  we  are  seeing  in 
Delaware  are  similar  to  those  in  many  other 
parts  of  the  country.  As  has  been  mentioned 
many  times,  we  are  fortunate  that  Delaware  is 
about  five  years  behind  in  managed  care,  but 
this  year  we  are  catching  up  fast.  The  decision 
to  give  the  president  a partial  stipend  for  the 
job  has  allowed  me  to  take  time  out  of  my 
practice  to  try  and  meet  all  of  the  requirements 
of  the  job.  Foremost  I must  thank  my  wife, 
Elaine,  for  allowing  me  to  spend  the  year  on 
MSD  business.  I have  made  her  a promise  to 
restrict  my  duties  next  year  accordingly. 

Our  legislative  agenda  remains  full  as  we 
move  into  the  second  session  of  the  138th 
legislature.  As  I reported  in  an  earlier  column, 
we  still  have  several  bills  pending  this  session. 
Our  VIP  bill,  HB  124,  was  voted  out  of 
committee  and  will  be  debated  in  the  full 
House.  The  Fairness  and  Choice  Under  Health 
Benefits  Plans  (HB  321)  and  an  accompanying 
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bill  regulating  insurance  plans  from  the 
Insurance  Commissioner’s  Office  will  be 
strongly  pushed  by  MSD.  Several  other 
notable  bills  supported  by  MSD  include  HB 
259,  regulating  optometrists’  prescriptive 
authority  under  a joint  practice  council;  HB 
340,  providing  parity  of  health  insurance 
benefits  for  mental  and  physical  illness;  and  SB 
72,  relating  to  advance  health-care  directives. 
These  and  other  bills  are  reviewed  by  the 
legislative  action  committee  under  the  chair- 
manship of  Jorge  A.  Pereira-Ogan  MD.  Anyone 
interested  in  legislation  is  welcome  to  apply  for 
membership  on  the  committee,  and  also 
encouraged  to  become  “Doctor  of  the  Day”  at 
Legislative  Hall.  MSD  has  a physician  present 
every  day  the  legislature  is  in  session!  I would 
like  to  thank  all  of  you  who  have  served  in  this 
very  important  manner. 

Another  item  MSD  has  addressed  this  year 
includes  managed  care  and  its  relationship 
with  the  individual  physician  and  MSD.  The 
Physicians’  Advocate  program  has  had  several 
well  attended  programs  on  practice  manage- 
ment, capitation  arrangements  and  of  course, 
its  very  successful  contract  review  service. 
Many  thanks  to  Jana  Siwek  and  staff. 

Managed  care  Medicaid  has  been  approved 
and  will  be  implemented  this  January.  We  will 
continue  our  discussions  with  Secretary 
Nazario  to  ensure  a smoother  transition  than 
occurred  with  the  Nemours  Clinics.  One 
fatality  of  managed  care  Medicaid  will  be  our 
VIP  program.  Unless  House  Bill  124  is  passed 
to  give  physicians  limited  liability  to  treat 
indigent  patients  for  free,  the  VIP  will  sunset. 
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We  continue  to  have  meetings  with  the 
large  insurers  including  Aetna,  BC/BS,  State 
Chamber  of  Commerce,  A.I.  duPont  Institute 
and  others.  Through  these  meetings  MSB 
brings  perspective  and  power  to  bear  on  these 
payors,  and  we  have  been  able  to  slowly  turn 
their  thinking  toward  our  views. 

MSDIS  became  a much  larger  force  in  the 
marketplace  through  its  arrangement  with 
Zutz/PLI.  The  merger  greatly  expands  the 
service  and  products  available  for  Delaware 
physicians.  Insurance  premiums  paid  to  MSB 
from  MSDIS  enable  us  to  have  one  of  the  lowest 
state  dues  in  the  country.  If  each  of  us 
purchased  our  insurance  products  from  our 
own  company,  we  might  even  be  able  to  reduce 
our  dues.  Thanks  to  the  Joint  Venture 
Committee,  on  whose  behalf  we  owe  a great 
deal. 

We  now  face  the  largest  hurdle  of  the  last 
30  years,  as  this  year  winds  down.  The  U.S. 
Congress  is  poised  to  revamp  the  Medicare  and 


Medicaid  programs.  As  we  have  been  warned 
about  the  demise  of  these  programs  unless 
their  costs  are  controlled,  we  must  be  ever 
diligent  that  they  do  not  gut  these  programs 
into  an  ever-shrinking  budget.  The  burden  of 
managed  care,  shrinking  reimbursements, 
more  bureaucracy  have  placed  our  jobs  at  risk 
and  left  our  patients  confused. 

I look  forward  to  these  challenges  as  I 
transition  into  being  a past  president.  I will 
continue  to  be  active  on  several  committees 
and  as  an  alternate  AMA  Delegate.  I wish  our 
incoming  president,  Carol  Tavani  MD,  good 
luck  and  offer  my  help  in  any  way  possible.  She 
has  the  necessary  skills  to  continue  MSB’s 
work,  and  with  our  new  president-elect,  Paul 
Howard  MD,  a ready  and  willing  assistant.  ■ 


Ao 


Michael  J.  Bradley  DO 


The  Delaware  Heart  Group  presents 

Exercise  and  Dobutamine 
Stress  Echocardiography 

at  our  Glasgow  office 

Diagnostic  accuracy  comparable  to  stress  thallium 
Provides  Information  about  left  ventricular  size  and 
function,  not  obtainable  from  stress  thallium 
Less  expensive  than  stress  thallium 


The  Delaware  Heart  Group  includes; 
Joseph  T.  West,  MD 
James  T.  Hopkins,  MD 
Christopher  A.  Bowens,  MD 
Erik  S.  Marshall,  MD 


2600  Summit  Bridge  Road 
Suite  108 

Newark,  DE  19702 
302-834-3700 
302-731-7771 
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If  you’ve  been  told 

endoscop y pro c e d u res 


have  to  be 


op  inion. 


ntroducing  the  Endoscopy  Center  of  Delaware. 


The  Endoscopy  Center  of 
Delaware  provides  exc-'p- 
tional  patient  care  in  a 
cost-effective  manner. 
The  physicians  and  staff  are 
xialists  in  endoscopic  procedures,  able  to  offer  patients 
te-of-the-art  endoscopic  evaluations  at  a lower  cost. 


The  center's  skilled  staff  of  ACLS-certified,  experienced 
Gl  endoscopy  RN's  constantly  monitor  patients  through 
the  procedure  in  an  environment  that's  warm  and  caring. 

For  the  full  scope  of  our  services,  simply  dial  (302)  892-2710. 
At  the  Endoscopy  Center 
of  Delaware,  we  make  every- 
one more  comfortable. 


(Endbscopy 

^ CENTER 

OF  DELAWARE 


'9  0 Old  Churchman’s  Road,  Newark  DE  19713  • Tel.  302-892-2710  • Fax.  302-892-2715 


TAM  Consulting  Associates,  Inc. 

Information  Management  Services 

OUR  MISSION: 

TO  HELP  YOU  WORK  SMARTER 
NOT  HARDER 


DOES  THE  THOUGHT  OF  SELECTING 
NEW  TECHNOLOGY  FOR  YOUR  PRACTICE 
SEND  CHILLS  DOWN  YOUR  SPINE??? 


ARE  YOU  SURE  YOUR  CURRENT 
AUTOMATION  VENDOR  IS 
GIVING  YOU  THE  BEST  DEAL??? 


WE  CAN  HELP  !!! 

Our  services  include: 


• Development  of  a Strategic  Information  Systems  Plan  that  will  help  identify  and  meet 

your  practice's  future  automation  objectives  and  directions. 

• Assessment  of  the  offices  current  operational  environment. 

• Evaluation  and  selection  of  technology  solutions  and  cost  effective  improvements. 

• Review  and  negotiation  of  hardware  and  software  system  acquisitions  and  support  contracts. 

• Provide  technology  and  data  management  on  an  outsourced  basis. 


Give  us  a call  today  I!!  | 

(302)425-5560 

'i' 

I 

TAM  Consulting  Associates,  Inc.  | 

1701  Augustine  Cut-Off,  Suite  14  • Wilmington,  DE  19803 
Thomas  A.  Mieszala  - President 


SCIENTIFIC  ARTICLE 


MRI  of  the  Foot  and  Ankle; 

An  Overview  for  the  Referring  Physician 


Introduction 

Magnetic  resonance  imaging  (MRI)  of  the  foot 
and  ankle  is  rapidly  gaining  acceptance  as  the 
imaging  modality  of  choice  for  a variety  of  soft 
tissue  and  osseous  abnormalities.  This  is 
primarily  due  to  its  exceptional  tissue  contrast 
and  multi-planar  capabilities.  Significant 
pathology  is  frequently  found  in  cases  where 
plain  films,  CAT  scans  and  nuclear  medicine 
studies  are  unrevealing,  or  the  clinical 
presentation  is  atypical.  This  article  will 
review  the  basic  principles  of  MRI,  present  the 
normal  anatomy  of  the  foot  and  ankle,  and 
describe  some  of  the  more  common  abnormali- 
ties seen  on  MR  imaging  of  this  region. 

Basic  Principles  of  MRI 

Briefly,  MRI  consists  of  placing  the  patient  in  a 
strong  external  magnetic  field  and  applying 
short  pulses  of  radio  waves.  The  addition  of 
these  waves  causes  the  protons  in  the  patient’s 
body  to  alter  their  orientation  in  space.  The 
radio  waves  are  then  stopped,  and  the  protons 
begin  to  return  to  their  original  position  (i.e., 
they  undergo  relaxation).  Protons  in  different 
tissues  (e.g.,  fat,  muscle)  have  different  rates  of 
relaxation.  It  is  this  difference  in  the 
relaxation  rate  that  allows  each  tissue  to  emit  a 
unique  signal  which  can  be  measured  and 
manipulated  to  produce  an  image.  T1  and  T2, 
which  refer  to  different  types  of  relaxation 
which  protons  undergo,  are  inherent  proper- 
ties of  the  tissue  being  imaged.  A Tl-weighted 
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image  is  one  in  which  the  difference  in  signal  is 
due  mainly  to  the  T1  relaxation  properties  of 
the  tissues  while  a T2-weighted  image  is  due  to 
the  T2  relaxation  rates  of  the  tissues.^ 

The  relaxation  of  protons  in  water 
produces  a low  (dark)  signal  intensity  on  Tl- 
weighted  images,  while  exhibiting  a high 
(bright)  signal  intensity  on  T2-weighted 
images.  Any  process  which  produces  edema 
(trauma,  tumor,  infection,  etc.)  will  cause 
increased  water  content  in  tissue,  which 
manifests  as  dark  T1  and  bright  T2  signal. 
More  chronic  processes  that  result  in 
calcification  or  fibrosis  will  have  less  water 
present  and  demonstrate  low  (dark)  signal 
intensity  on  both  Tl-  and  T2-weighted  images. 

Since  radio  waves  and  magnetic  fields  are 
used  in  MRI,  there  are  no  known  harmful  side 
effects,  unlike  the  ionizing  radiation  of  x-rays. 

Normal  Anatomy 

The  anatomy  of  the  foot  and  ankle  can  be 
divided  into  two  main  areas:  soft  tissue 
(tendons,  ligaments,  muscles,  fascia  and 
surrounding  fat)  and  osseous  (bones  and 
overlying  cartilage). 

The  major  tendons  of  the  ankle  can  be 
divided  into  the: 

1.  Extensor  group  — anterior  tibial, 
extensor  hallucis  longus,  and  extensor 
digitorum  longus 

2.  Flexor  group  — posterior  tibial,  flexor 
digitorum  longus  and  flexor  hallucis 
longus 

3.  Peroneal  group  — peroneus  longus  and 
brevis 

4.  Achilles  tendon 
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Figure  1.  Classification  of  tendon  tears.  In  type  I partial 
tear,  the  tendon  is  hypertrophied.  In  type  II  partial  tear, 
the  tendon  appears  atrophic.  In  type  III  or  complete  tear, 
the  tendon  is  discontinuous,  with  the  disrupted  segment 
being  filled  with  edematous  tissue. 

On  MRI,  all  tendons  should  demonstrate 
uniformly  low  signal  throughout  their  course 
on  all  pulse  sequences,  with  few  exceptions.^ 
Their  morphology  and  size  is  relatively 
constant.  For  example,  the  posterior  tibial 
tendon  is  twice  as  large  as  either  the  flexor 
digitorum  longus  or  flexor  hallucis  longus.® 

The  major  ligaments  of  the  ankle  can  be 
divided  into  the: 

1.  Tibiofibular  (syndesmotic)  complex  — 
anterior,  posterior  and  transverse 
tibiofibular  and  interosseous  ligaments 

2.  Lateral  collateral  group  — anterior 
and  posterior  talofibular  and 
calcaneofibular  ligaments 

3.  Medial  collateral  (deltoid)  ligament  — 
superficial  (tibionavicular,  tibiospring 
and  tibiocalcaneal  components)  and 
deep  (tibiotalar)  layers 

4.  Spring  (plantar  calcaneonavicular) 
ligament 

On  MRI,  the  ligaments  are  predominantly 
low  signal  on  all  pulse  sequences,  but  some 
may  have  intermediate  signal  fibers  within 
them  normally.''  Because  of  their  small  size, 
they  are  more  difficult  to  visualize  on  routine 
examinations  unless  the  study  is  tailored  for 
specific  ligaments.® 

The  normal  plantar  fascia  extends  anteri- 
orly from  the  inferior  aspect  of  the  calcaneus  in 
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the  subcutaneous  tissues,  demonstrating  a low 
signal  intensity  throughout.  The  osseous 
structures  generally  demonstrate  high  signal 
from  the  homogeneous  yellow  marrow, 
surrounded  by  low  signal  cortical  bone. 

I.  Soft  Tissue  Pathology  — Tendon 

Abnormalities 

A.  Tears 

Tendon  tears  are  usually  described  as 
either  partial  or  complete.  Partial  tears 
can  be  further  subdivided  into  Type  I 
(hypertrophic)  or  Type  II  (atrophic), 
while  a complete  tear  would  qualify  as 
Type  III-  (Figure  1).  Partial  tears 
demonstrate  a focal  area  of  increased 
signal  within  the  intact  tendon,  while 
complete  tears  demonstrate  tendon 
discontinuity  (Figure  2).^®'®  Tendon 
tears  may  be  either  acute  or  chronic. 

B.  Tendinitis 

Tendinitis  is  defined  as  inflammation 
of  the  substance  within  the  tendon, 
with  the  inflammation  usually  result- 
ing either  from  acute  trauma  or 
overuse.  It  is  recognized  as  focal  areas 
of  increased  tendon  signal  often  with 
increased  tendon  caliber,  sometimes 
making  it  difficult  on  MRI  to  distin- 
guish tendinitis  from  a hypertrophic 


Figure  2.  Complete  tear  of  the  anterior  tibial  tendon  (ATT). 
Axial  T1  weighed  (TR  600ms;  TE  25  ms)  image  of  both 
ankles  shows  normal  low  signal  ATT  on  the  right 
(arrowhead).  On  the  left,  there  is  increased  signal  seen  in 
the  anticipated  region  of  the  ATT  (open  arrow),  but  no 
tendon  is  identified.  A normal  tendon  was  seen  superior  to 
this  level  (not  shown),  indicating  complete  rupture. 
(c=calcaneus;  t=talus). 
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Figure  3. Chronic  Achilles’  tendinitis.  Sagittal  (A)  and  axial  (B)  Tl-weighted  (TR  533  ms;  TE  20ms)  images  ofthe  left  ankle 
demonstrate  increased  caliber  but  normal  signal  in  the  Achilles’  tendon  (arrows).  On  axial  images,  the  Achilles’  tendon 
should  have  a flat  or  concave  anterior  margin  at  all  times.  Convexity  indicates  thickening  usually  secondary  to  tendinitis. 
(t=talus;c=calcaneus;  n=navicular;  m=medial  malleolus;  l=lateral  malleolus). 


partial  tear.  This,  however,  parallels 
the  proposed  pathophysiology  of  ten- 
don tear,  as  it  is  believed  that 
prolonged  tendinitis  leads  to  myxoid 
degeneration  with  subsequent  tendon 
rupture,  either  partial  or  complete.^  In 
more  chronic  cases,  the  tendon  demon- 
strates normal  signal,  but  maintains 
its  enlarged  caliber  (Figure  3). 

C.  Tenosynovitis 

Tenosynovitis  is  defined  as  inflamma- 
tion of  the  tendon  sheath,  which 
develops  from  either  inflammatory 
(e.g.,  rheumatoid  arthritis)  or  me- 
chanical (e.g.,  overuse  or  friction) 
irritation  of  the  tendon.  In  the  more 
acute  phase,  tenosynovitis  is  identified 
as  simple  fluid  in  the  tendon  sheath, 
with  the  fluid  demonstrating  de- 
creased T1  and  increased  T2  signal 
(Figure  4).  If  this  remains  untreated, 
fibrosis  can  form  within  the  tendon 
sheath,  seen  as  decreased  T1  and 
decreased  T2  signal.  This  is  known  as 
stenosing  tenosynovitis.  As  with 
tendinitis,  tenosynovitis  can  lead  to 
tendon  rupture.^ 

D.  Tendon  Suhluxation 

Subluxation  of  a tendon  is  usually  seen 
in  association  with  an  ankle  fracture 


and  most  commonly  involves  the 
peroneal  group.  A congenitally  shallow 
fibular  groove  may  also  lead  to 
persistent  peroneal  suhluxation.^ 

The  patient  profile  is  occasionally 
an  indicator  of  the  site  and  type  of 
tendon  injury  which  has  occurred.  For 
example: 

1.  Tears  of  the  posterior  tibial  tendon 
are  classically  seen  in  women  over 
50  years  of  age,  who  present  with  a 
history  of  progressive  flat  foot 
deformity.’  Patients  who  have 
rheumatoid  or  seronegative  arthri- 
tis may  also  be  predisposed  to 
rupture  this  tendon,  as  can  young 
athletes  engaged  in  sports  that 
require  rapid  directional  changes. 
If  a tear  is  diagnosed  at  the  stage  I 
level,  surgery  may  be  helpful  in 
preventing  eventual  complete  rup- 
ture.® 

2.  The  flexor-hallucis  longus  tendon 

is  frequently  injured  in  ballet 
dancers,  although  complete  rup- 
ture is  unusual. 

3.  Injury  to  the  anterior  tibial  tendon 
occurs  mainly  in  downhill  runners. 

4.  Achilles’  tendinitis  commonly  oc- 
curs in  runners  and  jumping 
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Figure  4.  Acute  tenosynovitis  of  the  flexor  hallucis 
longus  (FHL).  Axial  T2-weighted  (TR  3050  ms;  TE 
80ms)  scan  of  the  right  ankle  shows  an  abnormal 
amount  of  fluid  in  the  tendon  sheath  (arrowheads) 
outhning  a normal  FHL  muscle  belly  (short  arrow)  and 
tendon  (long  arrow).  Prior  to  obtaining  the  MRI,  the 
referring  physician  felt  the  patient  might  have  suffered 
an  Achilles’  tendon  tear. 

athletes,  but  ruptures  are  seen 
more  often  in  sedentary  middle 
aged  men  who  suddenly  engage  in 
vigorous  exercise  (the  so-called 
“weekend  warrior”).  MRI  may  be 
able  to  identify  individuals  most 
likely  to  benefit  from  surgical 
therapy  (i.e.,  patients  in  whom  the 
ends  of  the  ruptured  Achilles’ 
tendon  are  separated  by  a 
hematoma).® 

Ligament  Abnormalities 

A.  Sprains 

The  most  common  pathology  of  the 
ligaments  is  a sprain,  which  can  be 
divided  into  first,  second  and  third 
degree.  First  degree  sprains  are 
microscopic  collagenous  disruption  of 
the  ligament  fibers  without  a frank 
tear.  Second  degree  sprains  are 
synonymous  with  partial  tear,  while 
third  degree  sprains  indicate  complete 
rupture.  Increased  (bright)  T2  signal 
seen  in  the  substance  of  an  intact 
ligament  is  felt  to  correlate  to  a first 
degree  sprain,  while  disruption  of  a 
portion  of  an  otherwise  intact  ligament 
corresponds  to  a second  degree  sprain. 
Ligaments  with  an  irregular  or  wavy 
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contour,  or  nonvisualization  of  a 
ligament  with  edema  of  surrounding 
tissues  is  presumptive  evidence  of  a 
third  degree  sprain.^® 

Chronic  ligamentous  damage  is 
seen  as  diffusely  thickened  low  signal 
intensity  throughout  the  ligament 
which  corresponds  to  fibrosis  or  scar 
tissue. 

The  ability  of  MRI  to  demonstrate 
ankle  ligaments  is  most  advantageous 
in  patients  with  significant  instability 
where  surgery  is  being  contemplated, 
to  determine  the  site(s)  and  severity  of 
the  injury. 

B.  Sinus  Tarsi  Syndrome 

About  85  percent  of  all  ankle  sprains 
involve  the  lateral  collateral  group.® 
There  is  a high  association  between 
tears  of  the  lateral  ligaments  and 
injury  to  the  subtalar  ligaments,  which 
lie  in  the  tarsal  sinus  and  canal  (i.e., 
the  space  between  the  talus  and 
calcaneus).  Unrecognized  tears  of  the 
subtalar  ligaments  may  lead  to  the 
sinus  tarsi  syndrome,  which  produces 
diffuse  lateral  foot  pain,  perceived 
hindfoot  instability  and  focal  palpable 
pain  just  anterior  to  the  lateral 
malleolus.’®"  Less  common  causes  of 


Figure  5.  Sinus  tarsi  syndrome.  Axial  Tl-weighed  (TR  450 
ms;  TE  20ms.)  image  ofthe  right  ankle  demonstrates  abnormal 
low  signal  in  the  tarsal  sinus  (arrows).  This  stayed 
predominately  low  signal  on  T2-weightedimages  (not  shown), 
with  punctate  areas  of  high  signal.  Compare  this  appearance 
with  the  normal  bright  sinus  fat  seen  in  Figure  10. 
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Figure  6.Accessory  muscle  causing  tarsal  tunnel  syndrome. 
Axial  Tl-weighed  (TR  450  ms;  TE  20  ms)  image  of  the  left 
ankle  just  above  the  tibiotalar  joint  demonstrates  an  accessory 
muscle  (arrow)  immediately  adjacent  to  the  posterior  tibial 
nerve  (arrowhead).  The  patient’s  symptoms  were  reheved 
following  surgical  excision  of  the  accessory  muscle.  (ti=tibia; 
f=fibula). 

the  sinus  tarsi  syndrome  include 
various  arthritides  and  congenital  foot 
deformities.”  In  patients  undergoing 
surgical  repair  of  the  lateral  collateral 
ligament,  pre-operative  knowledge  of 
the  extent  of  the  ligamentous  injury  to 
the  tarsal  sinus  is  critical,  to  ensure 
proper  surgical  repair  and  prevent 
post-operative  ankle  instability.'” 

On  MRI,  the  sinus  tarsi  syndrome 
is  recognized  as  decreased  T1  signal 
with  either  increased  or  decreased  T2 
signal  diffusely  infiltrating  the  fat  of 
the  tarsal  sinus,  or  as  multiple  discrete 
cysts  scattered  throughout  the  sinus 
(Figure  5).  Tears  of  the  posterior  tibial 
tendon  are  commonly  seen  in  patients 
with  the  sinus  tarsi  syndrome.'”" 

Tarsal  Tunnel  Syndrome 

The  tarsal  tunnel  is  located  in  the  medial 
aspect  of  the  ankle  from  the  medial  malleolus 
to  the  navicular.  The  flexor  tendons  and 
posterior  tibial  nerve  pass  through  this  tunnel, 
and  any  space-occupying  lesion  here  can  cause 
an  entrapment  neuropathy.  Some  etiologies 
include  ganglion  cysts,  nerve  sheath  neo- 
plasms, scarring,  tenosynovitis  and  accessory 
muscles  (Figure  6).  The  diagnosis  may  be 
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difflficult  clinically,  as  specific  physical  findings 
are  obscure.  Electromyography  has  variable 
sensitivity  in  detecting  an  abnormality  in  this 
disorder,  and  therefore  a normal  EMG  does  not 
exclude  the  diagnosis.'^'^  Magnetic  resonance 
imaging  is  rapidly  becoming  the  imaging 
modality  of  choice  in  demonstrating  the 
anatomy  of  the  tarsal  tunnel,  offering  the 
clinician  information  needed  to  make  the 
diagnosis. 

Infection 

Soft  tissue  infection  of  the  foot  and  ankle  can  be 
either  focal  (an  abscess)  or  diffuse  (cellulitis). 
On  MRI,  an  abscess  appears  as  a well- 
circumscribed  collection  in  the  subcutaneous 
tissues,  showing  intermediate  signal  on  Tl- 
weighted  images  and  increased  signal  on  T2- 
weighted  images,  with  a low  signal  intensity 
wall  (Figure  7).  The  border  of  the  abscess  often 
enhances  after  intravenous  gadolinium  admin- 
istration, demonstrating  its  hypervascular 
nature.  Cellulitis  is  identified  as  an  infiltrative 
process  involving  the  subcutaneous  tissues, 
manifesting  bright  (edematous)  T2  signal  and 
allowing  one  to  visualize  the  entire  extent  of 
infection.  It  will  usually  enhance  following 
intravenous  gadolinium'^  (see  Figure  12B). 
Traditionally,  radionuclide  studies,  including 


Figure  7.  Abscess  of  the  plantar  subcutaneous  fat.  Coronal 
Tl-weighted  (TR  450  ms;  TE  20  ms)  image  of  the  right  foot 
demonstrates  a well-circumscribed  low-signal  mass  (arrows) 
in  the  subcutaneous  fat  near  the  level  of  the  metatarsal 
heads.  This  demonstrated  increased  T2  signal  (not  shown), 
and  corresponded  to  an  area  of  point  tenderness  clinicedly 
(note  the  Vitamin  E tablet  [arrowhead]  taped  to  the  skin). 
The  structures  around  this  mass  are  not  involved  and 
demonstrate  normal  signal.  The  abscess  was  successfully 
drained  surgically. 
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Figure  8.  Ganglion.  Coronal  T2  weighted  (TR  2500  ms;  TE 
80  ms  scan  through  the  metatarsal  head  region.  On  the 
plantar  aspect  of  the  foot  at  the  level  of  the  fourth  metatarsal, 
there  is  a well  circumscribed  mass  bright  signal  (short 
arrows),  representing  a ganglion.  They  typically  contain 
internal  debris  (arrowhead).  Note  the  tiny  tail  extending 
between  the  fourth  and  fifth  metatarsals  (long  arrow). 
( l=fist  metatarsal  head) . 

triple-phase  bone  scans  and  white-blood-cell 
labeled  scans,  have  been  used  to  assess  for  soft 
tissue  infection.  These  exams  do  not  have  the 
resolution  of  MRI,  making  it  difficult  to 
differentiate  between  a drainable  abscess 
versus  a phlegmonous  cellulitis,  an  important 
clinical  and  therapeutic  distinction. 

In  the  diabetic  foot,  scattered  areas  of 
increased  T2  signal  can  be  seen  in  the 
subcutaneous  tissues  in  the  absence  of  an 
infective  process.  Its  etiology  is  uncertain,  but 
may  be  due  to  stasis  and  fluid  accumulation.'® 
This  makes  differentiation  between  cellulitis 
and  noninfectious  edema  difficult  in  certain 
clinical  situations,  although  the  presence  of 
soft  tissue  distortion  often  helps  in  making  the 
distinction.'^  Secondary  signs  of  infection  such 
as  a sinus  tract  may  also  prove  beneficial  in 
diagnosis. 

Soft  Tissue  Masses 

Soft  tissue  masses  of  the  foot  and  ankle  may  be 
either  benign  or  malignant.  The  more  common 
benign  conditions  include  Morton’s  neuromas 
(typically  occurring  between  the  second  and 
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Figure  9.  Plantar  fibromatosis.  Sagittal  Tl-weighted  (TR 
617ms;  TE  20  ms)  image  of  the  ankle  demonstrating 
abnormal  low-signal  intensity  infiltrating  the  subsutaneous 
fat  and  adjacent  soft  tissues  (white  arrows).  The  bone 
marrow  is  preserved.  Note  normal  fat  in  the  tarsal  sinus 
(arrowheads).  The  bright  signal  in  the  posterior  calcaneous 
(dark  arrows)  is  wrap-around  artifact. 

third  metatarsals),  hemangiomas,  lipomas  amd 
ganglions  (Figure  8).  Plantar  fibromatosis  is  a 
benign  but  aggressive  lesion  which  will  often 
recur  when  incompletely  resected,  so  that  pre- 
operative imaging  to  determine  the  extent  of 
the  tumor  is  extremely  important.'®  (Figure  9). 

Malignant  soft  tissue  lesions  of  the  foot  and 
ankle  include  malignant  fibrous  histiocytoma, 
synovial  sarcoma  and  liposarcoma. 

Fascial  Abnormalities 

Plantar  fasciitis  can  be  readily  diagnosed  by 
MRI,  producing  thickening  and  increased 
signal  intensity  of  the  plantar  fascia. 

II.  Osseous  Pathology 

A.  Trauma 

Subtle  fractures  not  appreciated  on 
plain  films  can  be  easily  demonstrated 
with  MRI.  These  appear  as  linear  areas 
of  decreased  signal  surrounded  by 
diffuse  edema.'®  Radionuclide  imaging 
still  remains  the  gold  standard  of 
establishing  this  diagnosis,  although 
MRI  has  proven  quite  successful  in 
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FigurelO.  Osteochondral  talar  defect.  Sagittal  proton  density 
(TR  2200ms;  TE  20  ms)  image  of  the  right  ankle  demonstrates 
focal  low  signal  abnormality  in  the  talar  dome  (arrows). 
There  is  an  intact  area  of  subchondral  bone  present  posteriorly 
(arrowhead).  The  overljdng  cartilage  appeared  intact  on 
multiple  images. 

confirming  the  diagnosis  in  more 
difficult  cases. 

Osteochondral  lesions  of  the  foot 
and  ankle  are  well  demonstrated  on 
MRI,  usually  involving  the  talar  dome 
(Figure  10).  The  major  benefit  of  MRI 
has  been  in  the  staging  of  these  lesions. 
This  depends  on  whether  or  not  the 
subchondral  bone  remains  in  place,  as 
well  as  demonstrating  the  integrity  of 
the  overlying  cartilage.  This  has 
proven  helpful  in  pre-operative  evalua- 
tion, with  more  severe  stages  often 
requiring  surgical  intervention,  and 
less  severe  cases  being  treated  conser- 
vatively. 

B.  Tarsal  Coalition 

Tarsal  coalition  refers  to  an  abnormal 
bridge  between  adjacent  tarsal  bones, 
consisting  of  either  fibrous,  cartilaginous 
or  osseous  tissue.  The  most  common  site 
occurs  at  the  calcaneonavicular  joint, 
followed  in  frequency  by  the 
talocalcaneal  joint.  About  half  of  all 
congenital  cases  are  bilateral.  CT  is  an 
excellent  modality  for  detecting  os- 
seous coalition,  but  may  fail  to  detect 


the  fibrous  or  cartilaginous  union.  MRI 
has  the  ability  to  demonstrate  all  forms 
of  coalition.^' 

C.  Bone  Infarcts 

Bone  infarcts  exhibit  a typical  MRI 
appearance,  consisting  of  an  osteonecrotic 
segment  of  bone  surrounded  by 
serpiginous  low  signal  intensity  rim  on 
Tl-weighted  images  (Figure  11),  which 
demarcates  it  from  adjacent  viable 
bone.  On  T2-weighted  scans,  the  rim 
may  show  an  inner  bright  area  and  an 
outer  dark  line,  the  “double-line”  sign. 
The  osteonecrotic  piece  of  bone  may 
have  a variety  of  appearances,  felt  to 
reflect  the  progressive  pathophysiol- 
ogy of  osteonecrosis.  Initially,  the 
involved  bone  is  the  same  signal  as 
normal  marrow.  Later,  areas  of 
hemorrhage  may  be  responsible  for 
bright  signal  on  both  T1  and  T2 
weighted  scans.  Finally,  when  the 
necrotic  bone  has  undergone  sclerosis, 
it  will  appear  dark  on  all  pulse 
sequences.'®  MRI  is  exquisitely  sensi- 
tive to  the  early  changes  of  bone 
infarcts,  often  when  plain  films  are 
normal  (Figure  11). 


Figure  11.  Bone  infarcts.  Sagittal  Tl-weighted  (TR  583  MS; 
TE  20  MS)  scan  demonstrates  large  areas  of  fatty  bone 
marrow  outlinedby  a serpiginous  low-signal  rim  (arrowheads). 
Affected  bones  inclu  de  the  distal  tibia,  talus  and  calcaneus.  A 
double  line  sign  was  evident  on  T2-weighted  images  (not 
shown).  There  is  also  extensive  marrow  edema  in  the 
remainder  of  the  talus,  which  demonstrates  diffusely 
decreased  T1  signal  (arrows).  Plain  films  on  this  patient  were 
normal,  even  in  retrospect.  The  original  clinical  diagnosis 
was  a possible  posterior  tibial  tendon  tear. 


Del  Med  Jrl,  November  1995,  Vol  67  No  11 


576 


Scientific  Article 


Osteonecrosis  can  be  spontaneous 
(idiopathic)  or  secondary  to  a number 
of  causes,  including  trauma,  sickle  cell 
disease,  chronic  steroid  use  and 
alcoholism.^® 

D.  Osteomyelitis  of  the  Diabetic  Foot 

There  are  several  diagnostic  im.aging 
modalities  utilized  for  the  detection  of 
osteomyelitis,  without  a universally 
accepted  algorithm.  The  traditional 
method  begins  with  a combination  of 
plain  films  and  a triple  phase  bone 
scan.  This  can  become  problematic  in 
demonstrating  osteomyelitis  of  the 
diabetic  foot  because  of  superimposed 
neuropathic  (Charcot)  changes,  pro- 
ducing abnormal  radiographs  and 
falsely  positive  bone  scans  indistin- 
guishable from  osteomyelitis.  Recent 
surgery  or  a fracture  also  can  cause 
similar  false-positive  findings,  lower- 
ing the  specificity  of  bone  scanning. 
The  decreased  vascularity  of  the 
diabetic  foot  may  obscure  the  diagnosis 
of  osteomyelitis  on  the  standard  three- 
hour  delayed  images  of  the  bone  scan  by 
not  accurately  reflecting  intramedullary 
disease,  although  recently  24-hour 


delayed  images  have  shown  promising 
results.®^  Furthermore,  another  cause 
of  false-positive  bone  scans  is  cellulitis 
producing  periostitis  of  adjacent  bone 
without  underlying  osteomyelitis.^® 
Indium-labeled  white  blood  cell 
imaging  has  been  utilized  in  distin- 
guishing infection  from  other  bone 
pathology,  although  this  is  not  always 
diagnostic.  False-positive  findings  are 
seen  in  rapidly  progressive  neuropathic 
changes,  as  well  as  noninfected  acute 
fracture  sites.®^  One  of  the  major 
limitations  with  indium-labeled  leuko- 
cyte studies  is  their  lack  of  resolution, 
making  distinction  between  cellulitis 
and  osteomyelitis  difficult.^®  Obviously, 
the  differentiation  between  infection  of 
soft  tissue  vs.  bone  is  as  critical 
importance  in  selecting  appropriate 
treatment.  More  recently,  tagging 
leukocytes  with  Technetium  (e.g., 
Ceretec)  has  improved  the  resolution 
but  similar  false-positives  exist  as  with 
Indium  scanning.®® 

In  evaluating  the  diabetic  foot  with 
superimposed  neuropathic  changes,  it 
is  frequently  necessary  to  perform  both 
a triple-phase  bone  scan  and  a tagged 


Figure  12.  Osteomyelitis  with  adjacent  cellulitis  and  sinus  tract.  Sagittal  Tl-weighted  (TR  717  MS;  TE  220  MS)  pre  (A)  and 
post  (B)  Gadolinium  images  of  the  first  metatarsal  and  great  toe. 

(A) The  marrow  signal  of  the  first  metatarsal  is  abnormally  decreased  diffusely  (closed  arrows);  this  became  brighter  on  T2- 
weighted  sequences  (not  shown).  This  is  also  true  of  the  plantar  subcutaneous  tissues,  although  partially  obscured  because 
of  increased  signal  from  the  adjacent  surface  coil.  The  marrow  of  the  proximal  phalanx  (open  arrows)  is  normal.  Note  the 
discontinuity  of  the  cortical  black  line  (dark  arrows  of  the  first  metacarpal  head,  a good  indicator  of  osteomyelitis). 

(B) After  intravenous  Gadolinium,  there  is  diffuse  enhancement  of  the  plantar  subcutaneous  tissues,  there  is  a lesser  extent 
of  the  first  metatarsal  marrow.  This  allows  excellent  demonstration  of  a sinus  tract  (curved  arrows)  leading  to  the  area  of 
cortical  disruption. 
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leukocyte  examination.  This  increases 
specificity  and  is  regarded  as  the 
optimal  scintigraphic  method, ^''but  it  is 
expensive  and  in  the  case  of  the  in- 
patient, requires  an  additional  hospital 
day. 

MRI  has  significant  advantages 
over  the  limitations  of  standard 
scintigraphic  techniques,  as  it  consists 
of  a single  examination  and  has 
excellent  resolution  between  soft  tissue 
and  osseous  structures.  On  MRI,  acute 
osteomyelitis  typically  produces  de- 
creased T1  and  increased  T2 
intramedullary  signal,  secondary  to 
edema.  However,  marrow  edema  from 
other  causes  such  as  fracture,  rapidly 
progressive  neuropathic  changes  and 
post-operative  granulation  tissue  may 
often  have  a similar  appearance. 
Therefore,  to  avoid  the  pitfalls  of  lower 
specificity  seen  with  scintigraphy,  it  is 
critical  when  interpreting  an  MRI  to 
evaluate  the  surrounding  soft  tissues 
and  cortical  bone  for  signs  of  infection. 
Since  the  majority  of  osteomyelitis  in 
the  diabetic  foot  and  ankle  arise  from 
an  adjacent  soft  tissue  source  rather 
than  a hematogenous  route,  the  soft 
tissues  should  show  evidence  of 
cellulitis  and  possibly  a sinus  tract, 
while  the  cortex  should  demonstrate 
infectious  changes  and  periosteal 
reaction  (Figure  12).’^  Abnormal  mar- 
row is  frequently  seen  in  the  setting  of 
neuropathy,  usually  secondary  to 
micro-fractures,  but  the  absence  of 
cortical  and  soft  tissue  involvement 
should  imply  a noninfectious  etiol- 
Qgy  17,19  Conversely,  the  presence  of 
normal  marrow  signal  on  MRI  is  quite 
reliable  in  excluding  the  diagnosis  of 
osteomyelitis  of  the  foot  and  diabetic 
ankle. 

Presently,  the  role  of  MRI  in  the 
workup  of  patients  with  osteomyelitis 
has  been  in  evaluating  equivocal  or 
confusing  scintigraphic  data.  Recent 
research  has  suggested  a new  role  for 
MRI  as  a first  choice  study,  particu- 
larly with  regard  to  the  diabetic  in- 
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patient.  Assuming  a combined 
scintigraphic  approach  of  triple-phase 
bone  scan  followed  by  a tagged 
leukocyte  study,  MRI  is  more  cost 
effective.  Additionally,  since  it  can 
accurately  delineate  the  extent  of 
infection,  it  provides  a pre-operative 
road  map  for  tailored  foot-sparing 
surgical  procedures,  which  are  becom- 
ing an  increasingly  utilized  option 
instead  of  traditional  amputation. In 
the  future,  with  its  greater  specificity 
and  relative  cost  effectiveness,  MRI 
will  undoubtedly  assume  a greater  role 
as  it  gains  acceptance  as  the  imaging 
modality  of  choice  in  evaluating 
osteomyelitis  of  the  diabetic  foot. 

Conclusion 

In  summary,  we  have  outlined  the  advantages 
of  MRI  in  delineating  a variety  of  soft  tissue 
and  osseous  pathology  of  the  foot  and  ankle. 
The  superior  resolution  of  MRI  and  its 
unparalleled  ability  to  evaluate  these  struc- 
tures make  it  an  excellent  imaging  modality  for 
the  practicing  clinician.  ■ 
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(1 ) the  funding  is  structured  as  an  on  going 
forty  five  (45)  day  transaction. 

(2)  the  "rate”  quoted  for  the  financing  will 
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A low  cost  billing  and  collection  service  is 
an  integral  part  of  the  financing. 
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provided  by  Terresterial  Capital  Corp.  (TCC)  will 
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The  Institutional  License 


E.  Wayne  Martz  MD 


At  a recent  meeting  of  the  Delaware  Board  of 
Medical  Practice,  there  was  considerable 
discussion  of  the  Institutional  License  which  is 
automatically  provided  for  all  doctors  in 
accredited  residency  programs.  Questions 
were  raised  such  as:  “Do  we  have  any  choice 
over  whether  to  issue  the  Institutional 
License?  So  do  we  conduct  a background  check 
on  these  residents  as  we  do  on  other  doctors? 
What  happens  if  resident  doctors  misbehave? 
Can  we  discipline  them?” 

First  we  need  some  agreement  on  what  the 
function  of  residency  is  and  some  understand- 
ing of  how  residents  are  selected.  Residency 
programs  have  two  major  functions  above  and 
beyond  the  training  of  young  doctors.  One  is  to 
attract  the  brightest  and  best  young  doctors  to 
the  state,  and  the  other  is  to  upgrade  the 
standard  and  quality  of  medical  care  practiced. 
It  is  a good  general  observation  that  50  percent 
of  doctors  practice  within  50  miles  of  where 
they  complete  residency.  Good  residency 
programs  come  to  the  attention  of  doctors 
graduating  from  medical  schools  all  over  the 
country  (to  some  extent,  all  over  the  world)  at  a 
time  when  they  are  making  that  crucial 
decision  of  where  they  want  to  live  and 
practice.  Between  500  and  1,000  medical  school 
seniors  look  at  Delaware  programs  each  year. 
We  can  train  them  the  way  we  want  them,  with 
the  degree  of  compassion  and  humanity  we  feel 
is  appropriate,  with  good  work  habits,  good 
scientific  grounding,  proper  moral-ethical 
values,  etc.  As  they  progress,  we  observe  them. 
If  they  are  good,  usually  they  are  offered  a 
position.  If  not,  they  quietly  leave.  If  they 
misbehave,  their  contract  is  not  renewed  the 
following  year. 
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Of  the  hundreds  who  apply  to  Delaware 
hospitals  each  year,  the  actual  selection  is 
made  by  a sort  of  computer  dating  program 
called  National  Resident  Matching  Program 
(NRMP).  Every  student  makes  a priority  list  of 
preferred  hospitals,  and  every  hospital  lists  its 
preferred  student  applicants  in  priority  order. 
Students  are  assigned  to  the  hospital  highest 
on  their  list  that  have  a vacancy  for  them. 
Background  checks,  recommendations,  grades, 
etc.  are  reviewed  by  the  hospital  program 
directors.  Once  “the  match”  is  announced,  the 
students  are  contractually  bound  to  go  to  the 
assigned  hospital,  and  the  hospital  obligated  to 
accept  the  students.  The  best  programs  fill, 
and  the  best  students  match  through  NRMP. 
The  Board  of  Medical  Practice  (BMP)  issues  a 
license  virtually  without  risk  because:  1) 
careful  checks  have  been  done  by  the  school 
and  the  hospital,  2)  the  license  is  very 
temporary,  one  year  at  a time,  3)  the  new 
doctors  are  very  carefully  trained  and  closely 
supervised  — they  do  not  treat  any  patients 
independently  until  fully  checked  out  by  their 
supervising  physicians,  4)  responsibility  is 
assumed  by  the  hospital  and  the  program. 

Problems  serious  enough  for  disciplinary 
action  very  seldom  arise,  but  when  they  do,  it  is 
almost  always  with  residents  appointed 
“outside  the  match.”  Such  appointments  arise 
in  one  of  three  ways.  First,  residencies  in 
specialties  that  are  not  very  popular  have 
difficulty  filling  through  NRMP  (e.g.  pathol- 
ogy. psychiatry).  Second,  students  who  apply 
above  their  capability  — a mediocre  student 
who  only  applies  to  prestigious  programs  and  is 
left  unmatched.  And  third,  a program  that  uses 
the  residents  predominantly  for  service.  Such  a 
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program  provides  little  supervision  and 
teaching,  yet  feels  it  must  fill  all  slots  to  cover 
admission  board  and  night  call.  Students  learn 
of  these  situations  when  they  come  for 
interviews.  Such  programs  should  be  discon- 
tinued and  the  service  needs  filled  by  hiring 
fully  licensed  physicians.  The  cost  in  the  long 
run  is  no  greater,  and  indeed  may  be  less  if 
patient  injury  and  malpractice  are  factored  in. 
There  may  be  some  time  lag  of  a couple  years, 
but  such  programs  are  discredited  eventually. 

Doctors  in  residency  in  Delaware  come 
from  varied  backgrounds  and  bring  new  ideas 
and  concepts  from  many  of  the  best  medical 
centers  in  the  country.  They  are  inquisitive 
and  eager  to  test  out  these  ideas,  and  typically 
query  their  teachers  and  supervisors  con- 
stantly, making  them  defend  their  positions 
(and  they  are  not  easily  fooled).  Multiple  minds 
in  focus  on  a patient’s  problem  will  see  answers 
emd  problems  that  any  one  person  might  miss. 
The  quality  of  care  will  inevitably  increase. 

Residents  in  training  are  almost  always  on 
their  best  behavior.  Their  whole  future  career 
depends  on  successful  completion  of  the 
program  and  passing  their  specialty  board 
examinations.  Any  disciplinary  problems  are 
usually  limited  to  timely  completion  of  their 
medical  records,  and  this  is  an  integral  part  of 
their  training.  A word  from  their  director 
usually  suffices  to  correct  the  problem. 

It  is  extremely  unlikely  — and  thus 
infrequent  — that  a resident  indulges  in  any 
behavior  that  would  justify  disciplinary  action. 
The  system  has  enough  checks  and  balances  to 
function  well,  and  it  brings  new  doctors  into 
the  state  every  year.  ■ 
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LEASE 

MEDICAL  SPACE 
Marsh  & Silverside  Roads 

4 Exam  rms,  bus.off.,  waiting  rm. 
physician  off.,  $1,000  of  new  cabinetry' 
Susan  H.  Duncan 

1308  Delaware  Avenue 

1,700  S.F.,  S12/S.F.  + Electric,  Parking 
Carol  M.  Hunt 

1201  Kirkwood  Highway 

1,100  S.F.,  $ 1,000/month  + Electric,  Parking 
Carol  M.  Hunt 

RETAIL/OFFICE 
Main  & Chapel  Streets 

Newark 

900  S.F.;  1,700  S.F. suites 
Susan  H.  Duncan 

SALE 

North  Wilmington 

The  Commons,  3520  Silverside  Rd. 

2-3  Condo  units  at  $95,000  ea.,  Parking 
Kevin  C.  McGonegal 

2211  Silverside  Road 

.9  acre  site  with  2,000  S.F.  house 
Potential  to  convert  to  offices 
Kevin  C.  McGonegal 

P.  GERALD  WHITE,  INC. 
(302)  655-9621 
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Diagnostic  Imaging  Associates,  pa 
Celebrates  the  Centennial  Anniversary  oe 
The  Discovery  of  x-rays 

Wilhelm  Conrad  Roentgen  discovered  x-rays  in  1895  and  the  modern  age  of  medical  imaging  began. 

We  celebrate  that  beginning  with  a continuing  commitment  to  medical  imaging  excellence  for  our  patients. 


Dr.  Myung  Soo  Lee,  Radiologist,  ABR,  Pediatric  & Musculoskeletal  Imaging 

The  development  of  diagnostic  imaging  is  one  of  the  most  relevant  scientific 
advancements  in  our  daily  lives.  Diagnostic  imaging  uses  Magnetic  Resonance  Imaging  and 
superfast  spiral  CT  scanning  techniques  to  create  highly  accurate  medical  imaging  studies. 

As  we  learn  more  about  the  new  aspects  of  the  disease  process  and  the  important  role 
the  new  modalities  play  in  their  diagnosis,  the  more  we  appreciate  the  Roentgenological  study 
and  the  impact  it  has  had  on  the  clinical  care  of  the  patient  since  its  discovery. 

Thanks  to  Wilhelm  Roentgen  the  medical  imaging  profession  is  heading  towards  a new 
frontier  in  the  twenty  first  century. 

Our  full  range  of  out-patient  services  includes: 

• High-field  MRI  • New  spiral  CT  scanning  • Ultrasound  including  color  doppler 
• Mammography  • Fluoroscopy  • Nuclear  Medicine  • General  X-ray 

❖ 

Diagnostic  Imaging  Associates  has  seven  convenient  locations  in  New  Castle  County 
staffed  by  board  certified  radiologists  and  highly  trained  technologists.  Our  reports  are  sent 
promptly  via  fax  or  same  day  delivery  service.  Our  patients  are  scheduled  promptly  and  treated 
with  efficient,  personal  care. 

For  patient  information  and  central  sheduling:  302-425-4DIA 


Diagnostic  Imaging  Associates,  PA 

Omega  Imaging  Associates  • L-6  Omega  Professional  Center  • Newark  • 738-9300 

Omega  Magnetic  Resonance  Imaging  Center  • L-6  Omega  Professional  Center  • Newark  • 738-9300 

Omega  Nuclear  Diagnostic  Center  • K-15  Omega  Professional  Center  • Newark  • 368-8150 

Brandywine  Imaging  Center  • 701  Foulk  Road  • Suite  E-1  • Wilmington  • 654-5300 

Pike  Creek  Imaging  Center  • 3105  Limestone  Road  • Suite  106  • 995-2037 

Wilmington  Magnetic  Resonance  Imaging  Center  • 1020  Union  Street  • Wilmington  • 427-9855 

Omega  Medical  Center  • K-15  Omega  Professional  Center  • Newark  • 368-5100 


Over  12  years  of  protecting 
Delaware  doctors-and  counting. 

Only  one  company  has  earned  the  right  to  serve  as  the  exclusive  endorsed 
insurer  of  the  Medical  Society  of  Delaware  for  more  than  a dozen  years. 

PHICO  Insurance  Company. 

It  adds  up  to  experience  and  commitment.  And  a special  relationship  that 
offers  many  benefits  to  Delaware  doctors. 

Like  a dividend  plan  that’s  returned  over  $1.2  million  to  physicians  so  far. 

And  a 15-percent  premium  discount  for  doctors  with  no  claims  in  a 36- 
month  period.  What’s  more,  a 25-percent  discount  off  first-year  rates  for 
“new”  physicians,  and  a 15 -percent  credit  in  the  second  year. 

There’s  even  a 50-percent  discount  available  for  full-time  teaching  physicians. 

Why  not  join  the  more  than  12,000  physicians  across  the  country  that 
depend  on  PHICO  for  their  insurance  protection? 

To  learn  more,  contact  your  insurance  broker  or  our  Marketing  Department 
at  1-800-382-1378. 


The  exclusive  endorsed  insurer  of  the 
Delaware  Medical  Society 


AMA  COMMITTEE  REPORTS 


AMA  House  of  Delegates  Meeting 


This  represents  a preliminary  report  of  the 
1995  Annual  Meeting  of  the  AMA  House  of 
Delegates  submitted  by  your  AMA  Delegates 
and  alternates.  Attending  this  year’s  meeting 
were  Drs.  Bradley,  S.  Grubbs,  Marvel,  Permut 
and  Tavani. 

Overall  the  meeting  was  noncontroversial. 
There  was  a clear  theme,  however,  for  the 
AMA  to  align  itself  for  the  future  and  future 
changes  in  practice  patterns. 

Below  are  brief  reports  for  each  of  the 
reference  committees. 

Reference  Committee  on  Constitution 
and  Bylaws 

The  duties  of  the  president  of  the  AMA  were 
expanded  to  include  addressing  the  opening 
session  of  the  interim  meeting  and  to  serve  as 
the  principal  spokesperson  of  the  association. 

The  hospital  medical  staff  section  has  been 
changed  to  include  representation  of  medical 
staffs  of  emerging  health  delivery  systems.  The 
name  therefore  was  changed  to  Organized 
Medical  Staff  Section  to  reflect  its  larger  role. 

The  council  on  ethical  and  judicial  affairs 
has  been  analyzing  efforts  to  contain  drug  costs 
and  the  potential  constraints  that  such  initia- 
tives put  on  prescribing  duties  and  the  provi- 
sion of  optimal  patient  care.  Physicians  should 
advocate  for  formulary  decisions  that  reflect 
the  needs  of  individual  patients,  that  managed 
care  plans  fully  inform  patients  about  methods 
used  to  contain  prescription  drug  costs,  and 
that  incentives  for  physicians  to  comply  with 
formulary  requirements  be  limited. 

The  CEJA  Report  on  genetic  testing  ad- 
dressed the  ethical  problems  posed  by  the  pro- 
liferation of  genetic  testing  of  children.  The 
report  recommends  that  some  benefits  out- 
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weigh  the  potential  disadvantages  of  testing 
when  used  judiciously. 

The  CEJA  Report  on  prisoner  competence 
to  be  executed  recommends  that  when  a pris- 
oner has  been  declared  incompetent  to  be  ex- 
ecuted, physicians  should  not  treat  the  prisoner 
to  restore  competence  unless  a commutation  or- 
der is  issued  before  treatment. 

CEJA  held  its  first  open  forum  to  hear  the 
views  of  the  members  before  making  its  final 
opinion  on  controversial  issues.  At  this  forum 
many  issues  were  discussed,  including  use  of 
anencephalic  infants  for  organ  transplants. 

A resolution  to  allow  currently  seated  spe- 
cialty societies  to  retain  their  seats  in  the  house 
was  referred  to  the  board.  The  study  of  the 
federation  has  been  in  the  process  of  studying 
this  issue  and  will  make  its  report  at  Interim 
’95.  The  council  on  Long  Range  Planning  and 
Development  will  also  consider  this  issue.  Cur- 
rent policy  limits  to  100  the  number  of  specialty 
seats;  currently  82  are  present. 

Reference  Committee  A 

The  following  is  a summary  of  actions  taken  by 
the  AMA  House  of  Delegates  at  its  Annual 
Meeting,  June  1995.  This  reference  committee 
dealt  with  health  insurance  and  reimburse- 
ment issues. 

Board  of  Trustees  Report  9 was  adopted  with 
amendments;  it  dealt  with  limits  on  the  tax 
deductibility  of  health  insurance  payments, 
including  recommendations  that  out-of-pocket 
catastrophic  expenses  and  those  paid  from 
medical  savings  accounts  (MSAs)  should  be 
tax-deductible. 
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Resolutions  125  and  129,  were  merged  into  a 
Substitute  which  resolved  that  AMA  reaffirm 
equal  tax  treatment  of  insurance  purchased  by 
employers  and  individuals,  and  MSAs. 

Substitute  Resolution  109  was  passed,  which 
reaffirmed  support  for  the  concept  of  MSAs. 

BOT  Report  41  replaced  two  resolutions  that 
dealt  with  the  idea  of  an  insurance  plan  that 
would  incorporate  the  AMA  Standard  Benefits 
Package.  The  consensus  was  that  it  is 
inappropriate  for  AMA  to  develop  or  market  a 
health  insurance  product. 

Resolution  106,  which  dealt  with  what 
information  should  be  included  on  health 
insurance  identification  cards,  was  referred  for 
report  back  at  A-96;  the  house  already  gets 
reports  on  electronic  data  interchange  (EDI) 
from  the  Council  on  Medical  Services. 

Resolution  107  called  on  AMA  to  study  clinics 
run  by  insurance  companies  and  to  make 
recommendations  on  various  issues  in  those 
settings.  This  was  referred,  since  the  revised 
Patient  Protection  Act  and  other  efforts  by 
HMSS  and  the  legal  department  already 
address  this  area. 

Resolution  133  sought  immediate  regulatory/ 
legislative  action  to  be  pursued  with  regard  to 
unilateral  reductions  in  physician  reimburse- 
ment; this  was  referred  for  decision. 

Substitute  Resolution  112  was  passed,  which 
called  for  legislation  requiring  timely  reim- 
bursement by  all  health  insurers. 

An  amended  Resolution  134  was  blended  with 
the  Council  on  Medical  Services  Report  3,  also 
amended.  The  report  provides  information  on 
methods  of  determining  fair  payment  to 
physicians  in  a capitated  environment,  and 
seeks  legislative  and  regulatory  change  to 
remove  barriers  to  efficiency  under  Medicare 
(these  are  routinely  waived  for  Medicare 
HMOs).  A new  AMA  publication  on  capitation 
is  forthcoming. 
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Resolution  121  opposed  mental  health  “carve- 
outs;”  this  is  already  under  study  by  the  AMA, 
and  so  was  referred. 

BOT  Report  44  and  three  resolutions  {122,  128, 
130)  all  addressed  Medicare  balance  billing, 
limiting  charge,  and  differential  payment. 
These  were  adopted  by  amendment,  and 
advocated  that  patients  receive  timely  infor- 
mation on  Medicare  changes,  that  restruc- 
tured cost  sharing  should  include  incentives 
for  patients  to  utilize  preventive  services,  and 
gave  other  recommendations  about  govern- 
ment contribution  toward  purchase  of  private 
health  care  by  Medicare  recipients.  It  also 
advocated  a gradual  reduction  in  the  number 
of  residency  slots  funded  through  the  Medicare 
DME  adjustment. 

BOT  Report  15  endorsed  income-related 
benefits/subsidies  for  Medicare,  and  was 
adopted. 

Resolution  110  proposed  that  legislation  be 
adopted  which  would  require  all  secondary 
payors  to  pay  the  full  coinsurance  amount  even 
if  their  fee  schedule  is  lower  than  Medicare.  It 
was  referred  for  decision. 

Substitute  Resolution  11  was  adopted;  it 
supported  mandating  automatic  referral  of 
Medicare  claims  to  the  secondary  insurer. 

An  amended  Council  on  Medical  Services 
Report  8 integrated  Resolution  120,  and  was 
adopted.  It  reaffirms  existing  policy  on 
payment  for  physician  services  in  rural/ 
underserved  areas,  and  calls  for  AMA  to  work 
with  HCFA  to  develop  a Medicare/Medicaid 
cost-based  reimbursement  program  for  physi- 
cians who  serve  those  areas. 

Substitute  Resolution  124  was  adopted,  which 
called  for  reversal  of  cuts  by  Medicare  in 
reimbursement  of  assistant  surgeons. 

Substitute  Resolution  126,  which  decried 
HCFA  restrictions  on  usage  of  injectable 
medications,  was  adopted.  It  also  called  on 
AMA  to  oppose  HCFAs  using  the  PDR  as  its 
primary  source  for  clinical  indicators. 
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An  amended  Resolution  101  was  passed;  this 
called  on  AMA  to  consider  a meeting  of  all 
HCFA  Carrier  Advisory  Committee  chairs  to 
discuss  issues  of  general  concern,  and  that 
summaries  be  available  by  electronic  bulletin 
board;  AMA  is  already  collecting  information 
on  CAC  activities  and  methods  to  improve 
communication  amongst  the  CACs  is  being 
sought,  although  an  actual  summary  was  not 
thought  to  be  practical. 

BOT  Report  1 7,  describing  AMA’s  strategy  for 
reforming  the  Medicare  program,  was  filed. 

Other  resolutions,  adopted  in  the  consent 
calendar,  dealt  with  Producer  Price  Index  for 
Physician  Services,  additions  to  the  AMA 
Standard  Benefits  Package,  and  denial  of 
payment  for  immediate  family  members,  as 
well  as  “hold  harmless”  clauses  in  Medicare 
contracts. 

Carol  A.  Tavani  MD 

Reference  Committee  B 

The  following  resolutions  were  reviewed  by 
Reference  Committee  B: 

• A resolution  supporting  legislation  to 
abolish  the  anti-trust  exemption  for 
insurance  companies  except  for  their 
ability  to  share  actuarial  data. 

• A resolution  to  only  support  Medicaid 
waivers  which  have  been  approved  after  a 
fair  and  open  process;  guarantees  ad- 
equate funding;  prohibits  coercion  for 
physicians  to  participate;  continuation  of 
funding  for  graduate  medical  education; 
adequate  reimbursement  for  early  and 
periodic  screening,  diagnosis  and  treat- 
ment (EPSDT)  program;  and  that  if  block 
grants  are  used  to  fund  Medicaid,  that  the 
funding  will  be  adequate  to  assure  that 
Medicaid  continues  to  function  as  a health 
care  safety  net. 

• A resolution  to  recommend  legislation  to 
prevent  the  criminalization  of  medical 
malpractice  (e.g.,  the  imposition  of  fines 
and/or  imprisonment  upon  physicians  for 
acts  of  medical  malpractice). 

• A resolution  to  support  a CLIA  waiver  for 
all  physician  office  laboratory  procedures. 

• A resolution  that  legislation  be  passed  to 
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require  that  all  OSHA  regulations  relating 
to  office  laboratories  be  modified  to  include 
only  regulations  that  eliminate  hazards 
which  have  been  proven  to  be  dangerous  to 
patients  and  staff  and  to  eliminate 
regulations  that  are  of  purely  theoretical 
change. 

• A resolution  that  legislation  be  passed  to 
require  that  all  managed  care  organiza- 
tions be  required  to  reimburse  for  everyone 
medical  screening  examinations  at  any 
facility  whether  or  not  such  a service  has 
been  pre-authorized  or  performed  at  a 
participating  facility. 

• A resolution  that  legislation  be  passed  to 
provide  antitrust  relief  for  physicians. 

Stephen  R.  Permut  MD 

Reference  Committee  C 

Medical  Student  and  Resident  Training  Issues 
The  actions  of  this  committee  included  student 
loan  issues,  resident  training  application 
procedures,  physician  manpower  issues,  and 
residency  education  standards. 

Physician  Assistants  and  Nurse  Practitioners 
The  Board  submitted  a report  that  reviewed 
the  professional  relationships  of  physicians 
with  nurse  practitioners  and  with  physician 
assistants  with  respect  to  AMA  policy, 
definitions,  and  the  views  of  other  organiza- 
tions. The  House  revised  the  model  guidelines 
and  adopted  suggested  giiidelines  for  physi- 
cian/physician assistant  practice. 

Stephen  Grubbs  MD 

Reference  Committee  D 

Public  Health 

Several  resolutions  were  passed  to  restrict  the 
sales  of  tobacco  products  to  minors,  including  a 
ban  on  vending  machines,  support  legislation 
to  restrict  the  display  of  tobacco  products  and 
permit  sales  only  with  the  assistance  of  a sales 
person. 

Due  to  the  dangers  of  passive  smoking,  the 
AMA  needs  to  emphasize  the  dangers  of  ciga- 
rettes to  members  of  Congress,  encourage  the 
passage  of  burdensome  taxes  on  cigarettes, 
encourage  AMA  members  to  assist  their  staffs 


588 


AMA  Committee  Reports 


and  coworkers  to  give  up  smoking  and  post  no 
smoking  signs  in  their  offices  and  all  health 
care  facilities. 

The  council  on  scientific  affairs  will  study 
the  effects  of  driver  fatigue,  sleep  disorders  and 
their  relationship  to  motor  vehicle  accidents. 
There  is  a national  conference  on  this  subject 
planned  for  this  fall. 

The  AMA’s  campaign  against  violence  con- 
tinues with  a planned  meeting  with  the  NRA  to 
initiate  dialogue  on  strategies  to  reduce  firearm 
violence. 

Legislation  to  criminalize  violence  and 
threats  of  intimidation  directed  at  all  health 
care  workers  and  their  families  will  be  quickly 
worked  on  by  the  council  on  legislation. 

The  AMA  should  encourage  the  widespread 
use  of  protective  equipment  in  sports  and  recre- 
ational activities. 

The  CSA  recommends  that  all  women  be 
educated  on  HIV,  particularly  those  who  are  or 
might  become  pregnant,  although  final  deci- 
sions regarding  HIV  testing  are  the  woman’s  to 
make.  When  HIV  is  documented,  full  informa- 
tion should  be  given  to  the  woman  on  possible 
treatment  courses  during  pregnancy  and  post 
partum. 

The  AMA  endorses  and  recommends  ad- 
herence to  CDC  guidelines  for  mandatory  test- 
ing of  anonymous  semen  donors  with  that  se- 
men be  frozen  for  six  months  pending  repeat 
testing  of  donors  at  that  time. 

Because  of  the  increased  numbers  of  immi- 
grants testing  positive  for  tuberculosis,  the 
AMA  will  review  with  the  CDC  the  current 
policies  of  screening  immigrants  for  TB  and 
report  back  at  AMA  Interim  ’96. 

Michael  J.  Bradley  DO 

Reference  Committee  E 

Food  and  Drug  Administration 
The  House  considered  an  informational  report 
from  the  Board  and  four  resolutions  on  various 
proposals  to  reform  the  Food  and  Drug 
Administration.  Many  delegates  commended 
the  FDA  for  keeping  unsafe  and  ineffective 
medical  products  from  being  marketed.  Others 
spoke  about  the  length  of  time  required  for  a 
drug  to  be  approved. 
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The  Board  report  was  amended  by  the 
addition  of  three  policy  statements  that  read  as 
follows: 

1.  That  the  AMA  reaffirm  its  policy  to 
continue  to  monitor  and  evaluate  proposed 
changes  in  the  FDA  and  to  respond  as 
appropriate. 

2.  That  the  AMA  continue  to  monitor  and 
respond  appropriately  to  legislation  that 
affects  the  FDA  and  to  regulations 
proposed  by  the  FDA. 

3.  That  the  AMA  continue  to  work  with  the 
FDA  on  controversial  issues  concerning 
food,  drugs,  biologies,  radioactive  tracers, 
pharmaceuticals,  and  devices  to  try  to 
resolve  the  concerns  of  physicians  and  to 
support  the  FDA  initiatives  of  potential 
benefit  to  patients  and  physicians. 

4.  That  the  AMA  continue  to  affirm  its 
support  of  an  adequate  budget  for  the  FDA 
so  as  to  favor  the  agency’s  ability  to 
function  efficiently  and  effectively. 

Opposition  to  Payment 
for  Prescription-Switching 
A resolution,  introduced  by  the  South  Dakota 
Delegation,  addressed  the  issue  of  pharmaceu- 
tical companies  notifying  pharmacists  that 
they  will  pay  the  pharmacist  a fee  to  provide 
counseling  services  regarding  their  product, 
causing  patients  to  ask  their  physicians  to 
change  their  prescriptions  to  one  recom- 
mended by  the  pharmacist.  In  turn,  the 
pharmacist  receives  a counseling  fee  from  the 
pharmaceutical  company. 

The  House  of  Delegates  adopted  a 
substitute  resolution  strongly  denouncing  this 
practice,  calling  on  the  AMA  to: 

1.  Reaffirm  policies  which  oppose  the  practice 
of  therapeutic  substitution  by  pharma- 
cists. 

2.  Denounce  the  practice  of  pharmacists 
recommending  to  patients  that  prescrip- 
tions be  changed  to  products  manufactured 
by  companies  which  pay  pharmacists  upon 
completion  of  such  prescription-switching. 

3.  Denounce  the  practice  by  companies  of 
offering  payments  to  pharmacists  in 
exchange  for  recommending  changes  in 
prescriptions. 
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4.  Reaffirm  current  policy  which  opposes  the 
practice  of  prescription-switching  for 
payment  by  physicians. 

5.  Denounce  the  practice  of  medicine  by 
pharmacists. 

6.  Notify  the  American  Pharmaceutical 
Association  (APhA)  of  these  actions  and 
encourage  the  APhA  to  adopt  similar 
policies. 

Stephen  Grubbs  MD 

Reference  Committee  F 
Reference  Committee  F included  the  auditors 
report,  which  showed  substantial  operating 
($3.4  million,  and  non-operating  ($12.7 
million)  losses  by  the  AMA.  These  losses  were 
due  to  reduction  in  advertising  revenues  from 
pharmaceutical  companies  and  a reduction  in 
federal  grants  and  contracts.  It  is  clear  from 
the  report,  however,  that  AMA  dues  are  being 
spent  wisely  and  that  the  AMA  is  fiscally 
sound.  (Approximately  $200  million  in  equity). 

There  was  a theme  throughout  the  meeting 
of  the  need  to  protect  and  enhance  AMA 
membership.  Much  of  the  discussion  around 
this  project  concerned  encouragement  of 
membership  by  physicians  in  large  group 
practices  (>50)  through  discounts  and  savings 
for  membership  efficiencies  for  large  groups. 

Finally,  a resolution  was  introduced  and 
defeated  to  limit  the  eight  two-year  term 
election  to  the  House  of  Delegates. 

Stephen  R.  Permut  MD 

Reference  Committee  G 
Report  1 of  the  Council  on  Medical  Service 
addressed  two  specific  issues  in  today’s  health 
care  market  — physician-hospital  integration 
and  the  corporate  status  of  managed  care  plans 
— and  recommended  that  the  AMA  reaffirm 
policies  that  oppose  organizational  structures 
that  may  lead  to  nonphysician  control  of  medi- 
cal decision-making,  address  the  physician’s 
role  as  patient  advocate,  and  continue  compila- 
tion of  data  and  study  of  both  integrated  orga- 
nizations and  for-profit  health  care  plans. 

Prime  modifications  of  this  policy  were  ac- 
cepted. Specifically,  when  a private  medical 
practice  is  purchased  by  corporate  entities. 


Del  Med  Jrl,  November  1995,  Vol  67  No  11 


patients  going  to  that  practice  shall  be  informed 
of  this  ownership  arrangement  by  the  corpo- 
rate entities.  In  addition,  it  was  recommended 
that  the  AMA  continue  to  evaluate  the  com- 
parative benefits  of  tax-exempt  versus  for-profit 
status  of  health  care  plans,  and  make  this 
information  available  to  physicians.  It  was  fur- 
ther advised  that  the  AMA  continue  to  study 
the  impact  of  corporate  practice  of  medicine  on 
the  costs,  benefits  and  outcomes  of  medical 
services  and  physician  autonomy. 

Substitute  Resolution  702  was  adopted  in 
lieu  of  Resolutions  702,  712  and  718.  It  was 
resolved  that  the  American  Medical  Associa- 
tion collect  and  make  available,  based  on  avail- 
able data  sources,  relevant  operating  and  fi- 
nancial information  on  health  maintenance  or- 
ganizations and  HMO-like  managed  care  orga- 
nizations and  that  the  AMA  develop  and  sup- 
port appropriate  legislation  to  require  mem- 
aged  care  plans  to  publish  annually  relevant 
operating  and  financial  information. 

The  resolution  favoring  mandatory  point  of 
service  for  managed  care  plans  was  carefully 
thought  out  and  supported  by  numerous  testi- 
mony, both  in  the  House  of  Delegates  as  well  as 
in  the  Reference  Committee.  Unfortunately,  it 
was  decided  by  the  House  of  Delegates  to  refer 
these  problems  to  the  Board  of  Trustees,  asking 
for  a report  to  the  House  of  Delegates  at  the 
1995  Interim  Meeting. 

The  remainder  Reference  Committee  G pri- 
marily referred  to  managed  care  situations 
including  Medicare/Medicaid,  HMDs,  preser- 
vation of  physician’s  care  of  the  insured,  conflict 
of  interest  in  care  review,  precertification  pro- 
cesses and  practice  parameters. 

An  important  issue  in  this  committee  was 
that  of  Resolution  721,  titled  “Definition  of 
Emergency  Services.”  It  was  asked  that  AMA 
policy  be  amended  to  read  “The  following  defi- 
nition of  emergency  services  should  be  used  by 
private  and  public  payers:  emergency  services 
are  those  health  care  services  provided  to  evalu- 
ate and  treat  medical  conditions  of  recent  onset 
and  severity  that  would  lead  a prudent  layper- 
son, possessing  an  average  knowledge  of  medi- 
cine and  health,  to  believe  that  urgent  and/or 
unscheduled  medical  care  is  required.”  This 
resolution  was  referred  to  the  Board  of  Trustees 
for  a decision. 
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AMA  Committee  Reports 


In  reference  to  the  National  Committee  for 
Quality  Assurance,  it  was  asked  that  the  AMA 
Board  of  Trustees  submit  a progress  report  to 
the  House  of  Delegates  at  the  1995  Interim 
meeting.  It  was  further  requested  that  the 
AMA  Board  of  Trustees  closely  monitor  the 
activities  of  the  National  Committee  for  Qual- 
ity Assurance  and  submit  a yearly  report  on  its 
criteria  methods  and  methods  and  actions. 

James  P.  Marvel  Jr.,  MD 

Reference  Committee  H 

Report  33  of  the  Board  of  Trustees  recom- 
mended that  the  AMA  support  continued  active 
AMA  participation  as  a corporate  member  of 
the  Joint  Commission  on  Accreditation  of 
Healthcare  Organizations  (JCAHO),  establish 
goals  for  participation  in  the  JCAHO  and 
throughthe  AMA  commissioners  to  the  JCAHO, 
the  Board  of  Trustees  continue  to  monitor  imple- 
mentation of  the  Joint  Commission  Action  Plan 
and  provide  a status  report  to  the  House  Of 
Delegates  in  its  regular  report  on  activities  of 
the  JCAHO  at  the  1995  Interim  Meeting.  The 
recommendations  were  adopted  by  the  House  of 
Delegates. 

Responsibility  for  Infection  Control  Committee 
A substitute  resolution  was  considered  by  the 
House  of  Delegates  resolving  that  the  Ameri- 
can Medical  Association  adopt  this  policy  that 

(1)  The  hospital  medical  staff  should  have  a 
multidisciplinary  committee  to  oversee  the  sur- 
veillance, prevention  and  control  of  infection, 

(2)  the  infection  control  committee  should  re- 
port to  the  hospital  medical  staff  executive 
committee,  and  (3)  the  medical  staffs  role, 
responsibility  and  authority  in  the  infection 
control  activities  should  be  included  in  the 
medical  staff  bylaws.  This  resolution  was 
adopted  by  the  House  of  Delegates. 

The  following  resolution  was  adopted  by 
the  House  of  Delegates:  that  candidates  for 
election  or  appointment  to  medical  staff  offices, 
department  or  committee  chairs,  or  the  medical 
executive  committee  should  disclose  in  writing 
to  the  medical  staff,  prior  to  the  date  of  election 
or  appointment,  any  personal,  professional  or 
financial  affiliations  or  relationships  which 
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would  foreseeably  result  in  a conflict  of  interest 
with  their  activities  or  responsibilities  on  be- 
half of  the  medical  staff.  This  resolution  further 
went  on  to  encourage  hospital  medical  staffs  to 
incorporate  a “disclosure  of  interest”  provision 
in  their  medical  staff  bylaws  based  on  this 
policy  statement. 

In  the  Strengthening  Medical  Staff  Bylaws, 
it  was  resolved  that  the  AMA  study  the  feasibil- 
ity of  introducing  federal  legislation  to  man- 
date that  medical  staff  bylaws  be  viewed  as  a 
contract  and  that  a report  be  made  back  to  the 
House  of  Delegates  at  the  1995  Interim  Meeting. 

Professional  Liability  Claims  Reporting  was 
addressed  with  the  adoption  of  a substitute 
resolution  resolving  that  the  American  Medical 
Association  oppose  the  need  for  reporting  on 
medical  staff  and  other  non-licensing  board 
applications  (except  professional  liability  in- 
surance applications)  any  closed  professional 
liability  claims  where  the  claim  did  not  result  in 
payment  on  behalf  of  that  physician. 

Excessive  and ! or  Abusive  Charges 
by  Hospitals  in  Outpatient  Settings 
This  resolution  was  adopted  resolving  that  the 
American  Medical  Association  ask  and/or  join 
with  the  American  Hospital  Association  and/or 
appropriate  regulatory  agencies  to  investigate 
instances  of  excessive  or  abusive  changes  in  the 
hospital  outpatient  setting.  It  was  further  re- 
solved that  when  the  results  of  the  study  were 
available  they  be  widely  distributed  to  physi- 
cians to  educate  them  about  these  practices 
that  affect  their  patients. 

The  report  of  the  Board  of  Trustees  regard- 
ing rehabilitative  therapy  recommended  that 
the  AMA  call  together  all  interested  organiza- 
tions, including  the  American  College  of 
Rheumatology,  the  American  Academy  of  Physi- 
cal Medicine  and  Rehabilitation,  the  American 
Academy  of  Neurology,  the  American  Congress  of 
Rehabilitation  Medicine,  the  American  Orthopaedic 
Association,  and  the  American  Academy  of 
Orthopaedic  Surgeons  to  gain  consensus  regarding 
admission  and  reimbursement  of  medical  ser- 
vices in  acute  care  rehabilitation  units  and 
recommend  appropriate  action.  This  further 
called  for  a report  to  be  given  to  the  Board  of 
Trustees  at  the  1995  Interim  Meeting. 
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AMA  Committee  Reports 


Other  matters  discussed  by  Reference  Com- 
mittee H included  Documentation  Require- 
ments for  Physician  Care  Plan  Oversight, 
RBRVS  Development,  JCAHO  Standards  Re- 
quiring Documentation  of  Continuing  Medical 
Education , Physician  Profiling,  Hospital  Length 
of  Stay  and  the  Hospital  Day,  and  a National 
Clearinghouse  For  Health  Care  Claims.  All 
were  referred  to  the  Board  of  Trustees. 

It  was  noted  that  resolutions  pertaining  to 
Economic  Credentialing,  Medicare  Payments 
to  Physicians,  and  Establishment  of  CPT  Code 
for  Precertification  Time  Compensation  were 
considered  by  the  House  of  Delegates  and  not 
adopted. 

Stephen  R.  Permut  MD 


BUSINESS  OPPORTUNITY 


HEALTH  CLUB 
AEROBIC  CENTER 


Excellent  situation  for  groups: 

Orthopaedics  - Sports  Medicine 
Cardiovascular 
Family  Practice 
Physical  Therapy 

Serious  inquiries  - Principals  only 

Box  3602 

Wilmington,  Delaware  19807 


The  Board  and  Staff  of  the  Delaware  Curative  Workshop 
Invite  you  to  a series  of  two  annual  lectures 
Sponsored  by: 

The  Medical  Society  of  Delaware 
Delaware  Nurses  Association 
Delaware  Academy  of  Family  Physicians 


Wednesday,  November  8,  1995 
“Unmasking  Subtle  Signs  of 
Developmental  Delay” 

Susan  E.  Levy,  M.D. 

Director,  Developmental  Pedicatric  Practice, 

Children’s  Seashore  House 

Clinical  Associate  Professor 

University  of  Pennsylvania  School  of  Medicine 


Wednesday,  November  29,  1995 
“Innovative  & Cost  Effective  Back  Care: 

A Fimctional  Neuromechanical  Approach” 
Sandy  L.  Burkhart,  PT,  Ph.D., 

Professor,  Dept,  of  Orthopedics 
Division  of  Physical  Therapy 
West  Virginia  University 


2.0  credits  in  Category  1 of  the  Physicians  Recognition  Award  of  the  American  Medical  Association. 
2.4  Delaware  Nurses  Association  contact  hours  & 2.0  AAFP  credits  for  each  lecture. 

Hosted  by  Delaware  Curative  Workshop  in  Celebration  of  50  years  of  Community 
Leadenhip  in  Rehabilitation 


1600  Washington  Street 
Wilmington,  DE  19802 


DELAWARE 

CURATIVE 


5:00  - light  refreshments 

6:00  - lecture 

RSVP  656-5226  ext.  222 
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Healthcare  reform.  Managed  care. 
Changing  rules  and  regulations.  When 
you  consider  the  potential  impact  they 
could  have  on  your  practice,  you  may 
even  end  up  with  some  major  discomfort. 
Which  means  maintaining  your  financial 
stability  depends  on  careful  planning  and 
sound  management. 

Fortunately,  at  Belfint,  Lyons  & 
Shuman  we  understand  the  issues  unique 
to  your  profession.  So  we  not  only  provide 
traditional  accounting  expertise  but  also 
help  you  achieve  the  results  you  need  in 


all  aspects  of  your  practice.  Everything 
from  analyzing  hospital  and  physician 
employment  contracts  to  helping  you  plan 
a practice  merger. 

So  find  out  more  about  BL&S  services. 
Call  Dan  Protokowicz  at  (302)  655-8894. 
Because  with  our  help,  you  shouldn’t  feel 
a thing. 

200  West  Ninth 
Street  Plaza 
Box  2105 
Wilmington, 

Delaware 
19899 


BELFINT,  LYONS  & SHUMAN.  ACCOUNTING  AND  FINANCIAL  PLANNING  SERVICES  FOR  PHYSICIANS. 


SPECIAL  ANNOUNCEMENT 


Clinical  Alert  — Bypass  Over  Angioplasty 
for  Patients  with  Diabetes 


Recently,  the  National  Heart,  Lung,  and  Blood  Institute  (NHLBI)  issued  a clinical  alert  about  an  urgent 
medical  finding:  Patients  with  diabetes  (Type  I or  II)  who  are  being  treated  with  oral  hypoglycemic  agents 
or  insulin  and  have  multivessel  coronary  artery  disease  have  a markedly  lower  death  rate  when  a first 
revascularization  is  done  with  coronary  artery  bypass  graft  (CABG)  surgery  than  with  percutaneous 
transluminal  coronary  angioplasty  (PTCA). 

The  finding  comes  from  the  NHLBI-funded  Bypass  Angioplasty  Revascularization  Investigation 
(BARI),  an  18-center  international  randomized  trial.  BARI  is  following  1,829  patients  for  a minimum  of 
seven  years.  Included  are  353  persons  on  drug  therapy  for  diabetes.  The  five-year  mortality  rates  for  the 
patients  on  drug  therapy  for  diabetes  were  35  percent  for  PTCA  and  19  percent  for  CABG.  Patients  without 
diabetes  and  those  with  diabetes  but  not  on  drug  therapy  for  it  had  the  same  mortality  rates  for  PTCA  and 
CABG  — about  nine  percent.  BARI  studied  only  first  revascularizations,  not  repeat  procedures.  The 
higher  mortality  rate  for  PTCA  was  not  due  to  complications  of  the  procedure  itself.  The  angioplasty 
performed  was  with  the  standard  balloon  technique. 

On  September  13,  the  trial’s  Data  and  Safety  Monitoring  Board  reviewed  the  five-year  mortality  data 
and,  concluding  that  they  were  not  due  to  chance,  recommended  to  the  National  Institutes  of  Health  that 
physicians  and  other  health  care  professionals  and  the  public  be  promptly  notified  of  the  result. 

The  following  is  the  clinical  alert.  The  NHLBI  asks  that  you  disseminate  the  clinical  alert 
expeditiously  as  possible  through  your  information  channels.  Both  items  also  are  available  online 
(fido.nhlbi.nih.gov  or  gopher: II gopher.nhlbi.nih.gov ! ) and  through  the  NHLBI  Information  Center 
(301)251-1222. 


The  National  Heart,  Lung  and  Blood  Institute 
(NHLBI),  part  of  the  National  Institutes  of 
Health,  has  announced  that,  as  a first 
revascularization  procedure,  coronary  artery 
bypass  graft  (CABG)  surgery  has  been  shown 
to  have  a markedly  lower  five-year  death  rate 
than  angioplasty  for  persons  with  diabetes 
mellitus  (Type  I or  II)  who  are  on  oral 
hypoglycemic  agents  or  insulin. 

The  finding  came  from  the  NHLBI-funded 
Bypass  Angioplasty  Revascularization  Investi- 
gation (BARI).  The  multicenter,  international, 
randomized  trial  studied  patients  who  needed 
a first  revascularization  because  of  severe 
ischemia  with  obstructions  in  two  or  more 
major  coronary  arteries.  Over  five  years, 
patients  with  diabetes  mellitus  who  were  on 
drug  therapy  had  a significantly  lower  (p=.002) 


mortality  rate  with  CABG,  compared  with 
percutaneous  transluminal  coronary  angioplasty 
(PTCA).  The  five-year  CABG  mortality  rate 
was  19  percent,  compared  with  35  percent  for 
PTCA.  By  contrast,  in  patients  without 
diabetes  and  in  those  with  diabetes  but  not  on 
drug  treatment,  the  five-year  mortality  rates 
for  CABG  and  PTCA  were  both  about  nine 
percent. 

The  higher  death  rate  for  PTCA  was  not 
due  to  complications  of  the  procedure  itself. 
Those  with  diabetes  are  known  to  have  an 
excessive  cardiovascular  risk  and  a higher 
mortality  rate  was  expected  for  them, 
regardless  of  revascularization  procedure. 
However,  the  excess  mortality  with  PTCA  had 
not  been  anticipated.  ■ 
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who  says 
you  can’t  please 
all  the  people 
all  the  time? 


“It  bridges  the 
gap  between 
hospital 
and  home.” 
-Hal  Hockfield, 
M.D. 


“MedBridge  is 
a cost-efficient 
alternative  to 
acute  care.” 
-Jill  Noble, 
Case  Manager 


“I  was  back 
with  my  family 
in  18  days.” 
-Martin  Smith, 
Patient 


©1995  Manor  Healthcare  Corp 


At  MedBridge,  we  think  we  can.  And  that’s 
one  reason  why  physicians,  case  managers 
and  patients  look  to  us  to  provide  alternatives 
to  acute  care  and  acute  rehabilitation. 

To  meet  their  needs,  we  have  an  interdisci- 
plinary team  care  conference  for  each  patient 
within  72  hours  of  their  admission.  This  way 
therapies  - physical,  occupational,  speech 
and  respiratory - can  be  quickly  reviewed  and 
proceed  according  to  each  patient’s  physician- 
directed,  outcome-focused  care  plan. 

Plus,  in  weekly  care  conferences  these 
individualized  care  plans  are  reviewed,  up- 
dated and  managed,  so  most  of  our  patients 
return  home  in  an  average  of  25  days  or  less. 

No  wonder  health  care  professionals  and 
patients  turn  to  MedBridge  with  confidence. 
It’s  a cost-effective  alternative  to  post  acute 
recovery  that  makes  a lot  of  sense  in  the 
managed  care  environment. 

For  more 
information, 
please  call  us  at 
1-800-428-0141. 


ridge* 


Medical  and  Physical 
Rehabilitation 


A Division  Of  Manor  Healthcare  Corp. 


MedBridge  of  Leader  Pike  Creek 
5651  Limestone  Road,  Wilmington,  DE  19808 
(302)  239-8583 


MSD  MONTHLY  ACTIVITIES 


Working  for  You: 
September  1995 


Leadership  Activities 

Phil  Corozzi  and  Mark  Meister  met  with 
the  State  of  Delaware  Pension  Board  to 
discuss  legislative  issues  regarding  medi- 
cal evaluations  of  pension  and  disability 
benefit  eligibility. 

Dr.  Marilyn  Kay  Lynam  represented  the 
Society  at  the  first  meeting  of  the  perinatal 
task  force  formed  to  consider  legislation  on 
“24  hour  deliveries.” 

Mark  Meister  and  Beverly  Dieffenbach 
met  with  representatives  of  the  Pharma- 
ceutical Manufacturers  and  Research 
Association. 

Mark  Meister  was  interviewed  on  TCI 
Channel  2 “Financially  Speaking”  regard- 
ing managed  care  in  Delaware. 

Mike  Taylor  of  MSDIS  and  Mr.  Meister 
met  with  a representative  from  Blue  Cross 
Blue  Shield  of  Delaware. 

MSD  hosted  a Medicare  Town  Meeting 
with  Representative  Mike  Castle  to  discuss 
the  GOP  Medicare  reform  proposal. 
Doctors  Bradley,  Cucuzzella,  Permut  and 
Mr.  Meister  met  with  representative  of 
Aetna  and  the  Delaware  State  Chamber  of 
Commerce. 

Dr.  Stephen  Grubbs,  Mark  Meister,  and 
Matthew  Burkhardt  from  the  AMA  met 
with  selected  members  of  the  Society  under 
the  age  of  40  to  discuss  the  formation  of  a 
Yovmg  Physicians’  Section. 

Mark  Meister  met  with  Bob  Reed  of 
BCBSD  to  discuss  the  Society’s  interest  in 
forming  a Community  Health  Information 
Network. 
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Dr.  William  Duncan,  Mike  Taylor  and 
Mark  Meister  met  with  representatives  of 
the  Medical  Society  of  New  Jersey  to 
discuss  MSDIS’  Health  Select  program. 

Dr.  Thomas  Maxwell  and  Mark  Meister 
gave  presentations  to  the  Delaware  Health 
Care  Coalition  regarding  managed  care 
and  the  Society’s  patient  protection 
legislation  (HB  321). 

Dr.  Martin  Begley  and  Mark  Meister 
attended  an  AMA  reception  in  Washington 
D.C.  for  members  of  Congress. 

Mark  Meister  and  Beverly  Dieffenbach 
participated  in  a telephone  interview  with  a 
consultant  from  the  Duke  University 
Center  for  Health  Policy  Research  Educa- 
tion regarding  the  Delaware  Health  Care 
Commission’s  CON  project. 

Dr.  Stephen  Permut  participated  in  an 
interview  regarding  Medicare  reform  on 
WILM  “Newsmakers”. 

Physicians'  Advocate  Program  Activities 
Presented  two  training  programs  - River- 
side Hospital  “Nuts  & Bolts  of  Billing”  and 
“Evaluating  a Managed  Care  Contract.” 
Hosted  Conomikes  “Capitation  Strategies 
for  Practice  Survival”  workshop  for  100 
MSD  physicians  and  members  of  their  staff, 
at  the  University  & Whist  Club. 

Met  and  consulted  with  several  physicians 
regarding  establishing  new  practice  and/or 
hiring  physicians. 

Consulting  for  two  medical  practices 
regarding  practice  evaluation  and  accounts 
receivable  management 
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Monthly  Activities 


Answered  various  inquiries  from  physi- 
cians and  staff  regarding  ADA,  RBRVS, 
practice  management  and  contract  review 
issues. 

Voluntary  Initiative  Program  Activities 

Referred  100  Medicaid  patients  to  VIP 
participating  physicians 

Continuing  Medical  Education  Activities 

Sponsored  18  educational  activities  for 
Category  1 credit. 

Major  Meetings 

Long  Range  Planning  Committee  Meeting 
Executive  Committee  Meeting 
Delaware  Health  Care  Commission  (DHCC) 
meeting 

Environmental  and  Public  Health  Com- 
mittee meeting 

Maternal  and  Child  Care  Committee 
meeting 

Physicians  Health  Committee  meeting 
DHCC  Health  Data  Committee  meeting 
Board  of  Trustees  meeting 
DHCC  Primary  Care  Committee  meeting 
Committee  on  Aging  meeting 
Public  and  Professional  Education  and 
Advocacy  Committee  meeting 
Committee  Chairman  meeting 
Young  Physician  Section  Committee  meet- 
ing 

Committee  on  Ethics  meeting 


Papastavros’ 

Associates 

MEDICAL 

umm^y 

A '"--" 

t Papastavros’  Associates  Medical  Imaging 
Centers  our  skilled  professionals  are  committed  to 
providing  the  most  advanced  diagnostics  in  a 
caring  and  comfortable  atmosphere. 

We  are  dedicated  to  meeting  the  ever  changing 
needs  of  the  community  and  maintaining  the 
highest  quality  service  available  today. 

‘T/^e  quality  services  tHat  we  provide  include: 

♦ X-^Ray  ♦ Xl.'R.l.  Scanning  ♦ Ultrasound  ♦ 

♦ CSi-U.  Scan  ♦ JVuclear  Xtedicine  ♦ 

♦ Mammograpfry  ♦ 

‘Tull  Service  Imaging  Centers  Xocated  at: 

♦ 1 701  Augustine  Cutoff  ♦ 40  Polly  Drummond  Hill  Rd. 


Suite  100,  Bldg.  IV 

Suite  100,  Bldg.  4 

Wilmington,  DE  19803 

Newark,  DE  19711 

tjoij  652-3016 

(J02)  737-5990 

Other  Convenient  Locations 

1508  Pennsylvania  Avenue 

2700  Silverside  Road 

^78-1100 

1805  Foulk  Road 

^75-8036 

420  Christiana  Medical  Center 

368-3959 

1320  Philadeiphia  Pike 

792-2529 

1941  Limestone  Medical  Building 

552-0502 

1502  Delaware  Street,  New  Castle 

^28-1^02 

2600  Summit  Bridge  Road 

636-6350 

16  Omega  Drive  Bldg,  B-89 

736-5500 

5317  Limestone  Road 

^39-9U5 

550  Stanton-Christiana  Road 

633-9910 

314  E.  Main  St.,  Newark,  DE 

455-0775 

Quality,  Care  and  Service  Since 
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VNA  Delivers 
High-risk  Obstetrics, 
Neonatology, 
Pediatric  Care 


and  Smiles. 


At  VNA,  we  are  witnessing  the  birth  of  a new 
generation  in  the  health  care  industry. 

Home  health  care  is  a fast-growing  member  of  this  industry  and  our  Specialty  Care 
Services  were  created  to  grow  with  the  changing  needs  of  patients.  Our  highly  specialized 
home  care  teams  are  ready  to  pick  up  where  the  hospital  leaves  off.  Services 
include  Obstetrics,  Neonatology,  Pediatrics,  Oncology,  HIV/AIDS,  IV.  Therapies 
and  Rehabilitation.  VNA  is  a high  quality,  low  cost  resource  for  your  family. 

By  discovering  VNA  Specialty  Care  Services,  you  can  look  forward  to  a brighter, 
healthy  future.  And  surely  that’s  something  that  will 
put  a smile  on  your  face.  Call  (302)  323-8200  for  more 
information... we’re  on  call  and  listening  24  hours  a day. 


VNA. 


[DELAWARE 


Visiting  Nurse 
Assoeialioii 
of  Delaware 


COME  HOME  TO  VNA  SPECIALIZED  HEALTH  CARE. 


Of  Am  OKRAnoN 
TkamHlljua 
You  Feei  AmiR 


As  an  Air  Force  Reserve  physician, 
you'll  experience  all  the  rewards  of 
providing  care.  And  then  some. 

Because  as  part  of  our  nation's  vital 
defense  team,  you'll  help  protect 
the  strength  and  pride  of  America. 

In  the  Air  Force  Reserve,  you'll  feel 
the  excitement  a change  of  pace 
brings  as  you  gain  the  prestige  of 
military  rank  and  the  privilege  of 
working  with  some  of  the  world's 
best  medical  professionals.  And, 
you  can  update  your  knowledge 
through  the  Air  Force  Reserve's 
wide  selection  of  continuing  edu- 
cational opportunities. 

With  our  new,  flexible  schedule 
programs,  it's  never  been  easier  to 
give  something  back  to  your 
country. 

The  Air  Force  Reserve.  It's  a great 
way  to  serve. 

CaU:  (800)282-1390 
Or  write  To: 

Kim  Mathew 
3720FetchetAve 
Suite  16 

Andrews  AFB,  MD  20331-5157 


25-501-0009 


A GREAT  WAY  TO  SERVE 


IN  BRIEF 


Jefferson  Physician  Appointed  Chairman  at  A.I.  duPont  Institute 

George  W.  Gross  MD,  has  been  appointed  chairman  of  the  Department  of  Medical  Imaging  at  the 
Alfred  I.  duPont  Institute.  Dr.  Gross  is  the  director  of  Pediatric  Radiology  at  Thomas  Jefferson 
University  Hospital,  a position  he  has  held  since  1986.  He  is  also  associate  professor  of  Radiology 
and  Pediatrics  at  Jefferson  Medical  College.  Dr.  Gross’  primary  areas  of  research  and  expertise 
include  neonatal  chest  radiography,  extracorporeal  membrane  oxygenation  (ECMO)  in  neonates 
and  application  of  neural  networks  to  pediatric  imaging. 

Since  1990,  the  Alfred  I.  duPont  Institute  and  Thomas  Jefferson  University  have  been  affiliated 
to  conduct  joint  pediatric  patient  care,  research  and  educational  programs.  Dr.  Gross’  appointment 
will  enable  both  institutions  to  continue  providing  expert  care  to  children  throughout  the  Delaware 
Valley  region. 

A Service  for  Widowed  Persons 

A program  called  Widowed  Persons  Service  is  in  place  nationally  under  the  guidance  of  the 
American  Association  of  Retired  Persons.  It  was  initiated  in  Milford,  Delaware,  during  the  summer 
of  1994  to  serve  southern  Delaware.  January  1995  was  the  inaugural  date  when  New  Castle 
Countians  had  access  to  this  program. 

This  program  offers  practical  information  to  newly  widowed  men  and  women  of  all  ages.  Co- 
sponsors include  local  funeral  homes,  churches,  family-centered  organizations.  New  Castle  County 
Chapter  A.A.R.P.,  and  the  Visiting  Nurse  Association  of  Delaware.  The  information  to  newly 
widowed  persons  is  offered  in  a variety  of  ways;  telephone  counseling  by  trained  volunteers. 
National  A.A.R.P.  materials  for  reference  as  well  as  group  meetings  for  those  who  are  interested. 
Those  who  have  a need  for  information  should  call  the  referral  service  at  (302)  656-5722.  Widowed 
persons  of  all  ages  are  welcome. 

VNA  Delaware  Helps  the  Community  Fight  the  Flu 

In  its  first  annual  “Flu  Prevention  Campaign,”  the  Visiting  Nurse  Association  of  Delaware  will 
operate  more  than  65  clinics  throughout  the  state  of  Delaware  and  in  neighboring  communities  of 
Maryland  in  an  effort  to  immunize  nearly  7,000  people  against  this  winter’s  deadly  influenza  virus. 

From  October  12  through  November  18,  VNA  Delaware  will  team  with  local  retail  outlets, 
including  Acme  Markets,  ShopRite,  Super  G,  Edgehill  Pharmacy,  Boscov’s  and  Walmart 
department  stores,  to  ensure  easy  community  access  to  the  important  vaccine.  Adults  over  the  age 
of  18  can  receive  their  flu  shot  at  the  retail  outlet  clinics  for  only  $10  per  shot.  VNA  will  also  accept 
Medicare  Part  B as  full  payment.  All  proceeds  from  the  Flu  Prevention  Campaign  will  go  toward 
VNA’s  Compassionate  Care  Fund,  which  provides  free  or  reduced-fee  home  health  care  to 
individuals  lacking  financial  resources. 

VNA’s  registered  nurses  will  administer  the  vaccine,  while  more  than  50  volunteers  from  the 
community  will  assist  at  the  various  clinic  sites.  For  flu  shot  clinic  locations,  dates  and  times, 
consumers  can  call  the  Flu  Prevention  Campaign  Hotline  at  (800)  473-6002. 

Diabetes  Research  Grants  Available 

The  Juvenile  Diabetes  Foundation  International  announces  the  availability  of  grants  in  diabetes 
research  for  the  funding  year  September  1,  1996,  to  August  31,  1997.  Completed  applications  must 
be  received  no  later  than  March  1,  1996.  Applications  may  be  obtained  from;  Grant  Administrator, 
Juvenile  Diabetes  Foundation  International,  120  Wall  Street,  New  York,  New  York,  10005. 
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Rehabilitation  Consultants,  Inc. 

Physical  Therapy  • Occupational  Therapy  • Speech  Therapy 

Approved  by  Medicare,  most  Managed  Care,  HMO,  and  Major  Insurance  Plans 


Silverside  Road  Office  Baynard  Blvd.  Office 

Suite  105  Springer  Bldg.  Qg||  302/478-5240  or  302/655-5877  Baynard  Blvd. 

Concord  Plaza  Wilmington 

3411  Silverside  Road 

“Marking  Our  25th  Year  of  Service  to  the  Greater  Wilmington  Area  1970  - 1995” 


1^, 


Going  beyond  what's  expected  by 
combining  experience  & expertise. 


Because  your  patients  are  our  first  concern,  we  find  products  for 
the  patient... not  patients  for  the  product. 

(302)368-5300 
= (609)299-3224 
(410)392-5300 


MEDICAL  EQUIPMENT  AND  SERVICES 


We  Care. ..We're  a Family  Tool 


Who  do  you  call 
for  fine  food? 

TAKE-A-BREAK  CATERING 
(302)  658-8571 

The  caterer  who  is  attentive  to  every 

detain 

Holiday  Parties  - Breakfasts  - Luncheons  - Dinners  - Meeting  Breaks  - Deli  Trays 


COMFORTABLE  SENIOR  LIVING  WITH  A PERSONAL  TOUCH 


I'm  SO  happy  we  helped 
Mother  & Dad 

..  find  a retirement  community  with  a great 
staff,  delicious  food,  plenty  of  activities, 
and  a little  extra  help  if  they  need  it. 

I'm  glad  we  discovered  The  Lorelton. 


LORELTON 


2200  WEST  FOURTH  • WILMINGTON,  DE  19805-3324 
SHORT  AND  LONG  TERM  INDEPENDENT  AND  ASSISTED  LIVING 

Call  today  (302)  573-3580 


Christiana  Bank  & Trust  Company 

SPECIAL  PROGRAMS  FOR 

Health  Care 
Providers 

A PROFESSIONAL  APPROACH  TO 
CUSTOM  PERSONAL  AND  PRACTICE  FINANCING 
AND  INVESTMENT  MANAGEMENT 
FOR  MEDICAL  PRACTITIONERS 


3801  Kennett  Pike 
Greenville,  DE  19807 
Call  Bob  Elder,  President 
302.421.5800 

Member,  FDIC 
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Rockford  Center 

Private  Psychiatric 
Services 

• Inpatient 
• Psjtial 
• Outpatient 
• Dual  Diagnosis 
• Survivors  Program 

Treatment  available  for: 
Children 
Adolescents 
Adults 

24-Hour  Crisis  Intervention 

Assessment  and 
Referral  Service 

RESPOND- 

(302)  996-5480 

1 00  Rockford  Drive 
Newark,  DE  19713 

A Subsidiary  of  Columbia /HCA  Healthcare  Corp. 


K§ntmere 

A Not-for-profit 

Cominunity  Nursing  Care  Center 

Love.  Compassion.  Companionship. 

Creative  activity.  A warm  comfortable 
homelike  atmosphere  for  hundreds  of 
men  and  women  since  1901.  Skilled  and 
Intermediate  Care.  Sp>ecial  Care  for 
Alzheimer's  patients. 

We're  Medicaid  and  Medicare 
approved.  When  you  need  a nursing 
care  center  for  one  of  your  patients, 
consider  Kentmere.  For  information 
call  Yvonne  Dinneen  at  302/652-3311. 

Operated  by  The  Home  of  Merciful  Rest  Society,  Inc. 

A Caring  Environment 
Since  1901 

1900  Levering  Avenue  Wilmington,  Delaware 


Smart  — 
Remember  to 
Get  Your  Flu  Shot 

If  s Covered  by 
Medicare 


U.S  Department  of 
Health  and  Human  Services 

Health  Care  Financing 
Administration 


CONTINUING  MEDICAL  EDUCATION  OPPORTUNITIES 


Two  Workshops  to  be  Held 

The  Delaware  Curative  Workshop  is  holding  two  seminars  “Unmasking  Subtle  Signs  of 
Developmental  Delay”  presented  by  Susan  E.  Levy  MD,  on  Wednesday,  November  8,  1995;  and 
“Innovative  & Cost  Effective  Back  Care:  A Functional  Neuromechanical  Approach”  presented  by 
Sandy  L.  Burkhart  PT,  PhD,  on  Wednesday,  November  29,  1995.  Watch  for  more  information  in  the 
mail. 

Pediatric  Grand  Rounds  at  A.I.  duPont 

The  Primary  Care  Physician  Seminar  will  be  held  November  15,  1995  from  6:30  p.m.  to  8:30  p.m.. 
Speaker  J.  Jordan  Storlazzi  MD,  will  present  “Medical  Management  of  ADD.” 

Quality  in  Health  Care  Delivery  Seminar 

The  Health  Administration  Alumni  Association  of  Temple  University  will  present  a full  day 
seminar  on  November  17,  1995,  from  8:30  a.m.  to  4:00  p.m.,  at  the  Marriott  Hotel  in  Conshohocken, 
Pennsylvania.  This  program  is  dedicated  to  the  emerging  strategies  for  measuring  quality  in  health 
care  delivery.  Rapid  expansion  of  managed  care  models  and  the  emergence  of  integrated  care 
networks  have  been  accompanied  by  new  quality  tools  like  “report  cards”  and  clinical  pathways. 
This  will  lead  to  new  approaches  for  purchasing  health  insurance  for  businesses  and  consumers.  It 
will  also  introduce  a new  level  of  competition  for  the  health  care  industry  and  the  provider 
community.  Our  program,  “Health  Care  in  the  21st  Century  ...  Beyond  Price  Competition, 
Developing  the  Keys  to  Quality,”  will  focus  on  the  future  impact  of  these  developments.  Physicians, 
practice  managers,  managed  care  professionals,  health  care  practitioners  and  providers, 
administrators,  and  government  officials  will  benefit  from  attending  this  program. 
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INFORMATION  FOR 
ADVERTISERS 

The  Delaware  Medical  Journal  is 
a monthly  publication  of  the  Medi- 
cal Society  of  Delaware.  'VYie  Jour- 
nal reaches  approximately  75  per- 
cent of  the  state's  physicians,  as 
well  as  medical  libraries,  and  hos- 
pitals; its  circulation  is  approxi- 
mately 1,640. 

Full-,  half-  and  quarter-page  ad- 
vertisements are  accepted.  Half- 
and  quarter-page  ads  may  be  ei- 
ther vertical  or  horizontal.  The 
Journal  can  provide  such  services 
as  four-color  or  matched  color  ads; 
camera  work  (halftones,  line 
shots);  and  typesetting. 

Closing  for  space  reservations  is 
the  first  of  the  month,  two  months 
prior  to  publication.  Closing  for 
materials  is  the  first  of  the  month, 
one  month  prior  to  publication. 

All  advertisements  are  subject  to 
approval  by  the  Publications  Com- 
mittee of  the  Medical  Society  of 
Delaware. 

For  a media  kit  or  for  more  infor- 
mation, call  Heidi  Norman,  assis- 
tant editor  at  302/658-7596  or  800/ 
348-6800  (Kent  or  Sussex  Coun- 
ties). 
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MRI  Case  of  the  Month 


41  year  old  male  with  recurrent  low  back  pain  with  radicular  symptoms  several 
months  after  surgery.  MRI  examination  was  performed  to  determine  whether 
there  was  a recurrent  disk  versus  scar  formation. 

The  reproductions  reveal  scar  formation,  with  involvement  of  the  SI  nerve  root 
clearly  evident  on  the  post-contrast  study  (right  photograph). 


Central 
Delaware 

MRI 

Low  Claustrophobia  • Turbo  Spin  Echo  • MR  Angiography 

Robert  J.  Varipapa,  MD  Certified,  American  Society  Neuroimaging 

John  B.  Coll,  DO 

1093  S.  Governors  Avenue,  Dover,  DE  19904  (302)  674-5860 


Excellence  in  Imaging 


Now  two  locations  to  serve  you! 


Christiana  Imaging  Center  has  opened  a new  office 
conveniently  located  in  Foulkstone  Plaza  in  Brandywine 
Hundred.  We’re  making  our  high  quality  services  more 
convenient  for  your  patients. 

Our  new  facility  at  Foulkstone  Plaza  offers 
state-of-the-art  imaging: 

■ Mammography 

■ Ultrasound 

■ General  X-ray 


High-tech  equipment.  Superb  patient  care  and 
comfort.  Unsurpassed  radiologic  expertise. 

Christiana  Imaging  Center 

A Division  of  MCD  Holding  Company 


Services  at  Medical  Arts  Pavilion  include; 

■ MR  ■CT  ■X-ray  ■Ultrasound  ■Mammography 


Foulkstone  Plaza 
1401  FoulkRd. 
Wilmington,  DE  19803 
(302)  477-4300 

For  centralized  scheduling  call: 


Medical  Arts  Pavilion 

475 1 Ogletown-Stanton  Rd. 

Newark,  DE  19713 


(302)  731-9800 
(302)  731-9860 


Professional  services  provided  by  X-Ray  Associates. 

Accredited  by  the  American  College  of  Radiology.  FDA  certified. 
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A Message  From  Your  President 


As  I assume  my  term  as  president,  I wish  first 
of  all  to  thank  the  members  of  the  Medical 
Society  for  their  confidence  in  electing  me  to 
this  position.  I cannot  imagine  a greater  honor 
and  privilege  than  the  esteem  of  one’s  peers,  and 
will  do  my  best  to  lead  and  serve  effectively. 

A number  of  efforts  of  the  Society  have  seen 
significant  development  over  the  past  year, 
and  continue  into  the  present.  A summary  of 
those  which  will  be  in  the  forefront  of  this 
year’s  activity  is  as  follows. 

In  the  legislative  arena,  legislation  has 
been  drafted  (House  Bill  321;  Fairness  and 
Choice  Under  Qualified  Health  Benefits  Plans) 
in  an  effort  to  address  the  vicissitudes  of 
managed  care,  the  penetration  of  which 
continues  to  increase  in  our  community.  The 
bill  would  maintain  and  enhance  the 
physician’s  ability  to  provide  quality  care,  not 
governed  exclusively  by  economics,  to  our 
patients.  In  related  activities,  the  leadership  of 
the  Society  continues  to  meet  with  insurance 
carriers  in  order  to  maximize  input  and  confer 
medical  perspective. 

House  Bill  124  seeks  indemnification  from 
simple  malpractice  claims  against  physicians 
who  volunteer  their  services  to  the  poor,  as  in 
the  Society’s  VIP  program. 

The  Society’s  officers  have  met  with 
Senators  Biden  and  Roth,  with  Congressman 
Castle,  Governor  Carper,  with  our  state 
senators  and  other  state  officials  to  discuss 
various  issues,  including  tort  reform,  health 
systems  reform,  and  other  health  care  topics. 
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With  regard  to  Medicare  reform,  consider- 
able input  has  been  provided  by  the  Society  to 
our  senatorial  and  congressional  representa- 
tives. In  addition,  the  AMAhas  met  with  some 
success  in  the  process  of  Medicare  reform,  in 
establishing,  among  other  gains,  a more 
favorable  conversion  factor,  which  will  result 
in  stemming  the  degree  of  decline  in  physician 
reimbursement. 

Increased  Society  membership,  which  we 
anticipate  this  year,  will  enhance  our 
representation  in  the  AMA. 

A number  of  programs  which  provide 
services  to  physicians  have  been  tremendously 
successful  and  promise  to  grow.  In  particular, 
the  Physicians’  Advocate  program  has  wit- 
nessed such  demand  that  the  availability  of 
services  is  being  augmented,  in  the  form  of 
Jana  Siwek  assuming  a full-time  position. 

A joint  venture  of  the  Society’s  insurance 
agency,  MSDIS,  with  Zutz/PLI,  has  been  a 
successful  endeavor. 

A World  Wide  Web  site  is  currently  being 
set  up  by  the  Medical  Society  at  the  Academy, 
with  access  to  the  Internet  being  offered  at 
reasonable  rates. 

Efforts  are  imderway  to  create  a central- 
ized credentialling  system  through  the  Medical 
Society,  so  that  physicians  would  be  spared  the 
duplicity  presently  inevitable  with  the  various 
carriers,  hospitals  and  other  organizations  in 
which  they  participate. 

The  concept  and  feasibility  of  a physician 
organization  is  also  being  explored. 
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The  Physicians’  Health  Committee  contin- 
ues its  work  as  an  advocate  for  physicians  with 
various  difficulties,  and  has  achieved  signifi- 
cant gains  in  its  efforts  to  work  collaboratively 
with  the  Board  of  Medical  Practice. 

In  its  community  interactions,  the  Society 
continues  its  dialogues  and  interactions  not 
only  with  our  legislators  and  with  third  party 
payors,  but  also  with  other  health  care 
provider  groups,  with  the  media,  and  with  the 
medical  societies  of  our  neighboring  states. 

The  aforementioned  are  but  highlights  of 
the  many  Society  activities  designed  to  serve 
its  membership.  New  suggestions,  initiatives, 
and  ideas  are  always  welcome.  The  Alliance 
has  already  begun  the  year  with  some  new 
projects,  including  a lecture  series  and 
promises  to  demonstrate  a refreshing  resur- 
gence of  interest. 

In  order  to  create  a climate  wherein 
physicians  may  not  only  survive,  but  succeed 
and  in  fact  excel  at  their  mission  of  providing 
top-notch  patient  care,  one  critical  factor 
stands  out  in  my  mind  as  essential  — in  fact  as 
a sine  qua  non  for  accomplishment  of  that 
mission  — and  that  factor  is  the  ability  to 
organize,  to  speak  as  one  powerful  voice  which 
can  be  heard  and  which  represents  what  is 
right  and  reasonable.  Divided  and  with 
separate,  individual  interests  at  heart,  we  will 
never  achieve  such  unity  and  organization.  If 
we  can  manage  to  put  aside  those  composite 
interests  and  strive  for  organization  as  a 
single,  powerful  entity,  we  can  accomplish 
great  things,  of  which  we  can  be  proud.  I 
believe  we  can.  Whether  we  succeed  is  up  to  all 
of  you  and  how  earnestly  we  share  these  goals. 

I should  like  to  extend  to  everyone  my  very 
best  wishes  for  a wonderful  holiday  season,  and 
for  health,  happiness  and  peace  to  all  in  the 
year  ahead.  ■ 


Carol  A.  Tavani  MD 


Papastavros’ 

Associates 


MEDJCAL 


L 


k 


I..L.C, 


A Papastavros’  Associates  Medical  Imaging 
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Confirmation  of  a Clinical  Diagnosis  of  Prader-Willi 
Syndrome  by  Fluorescence  In  Situ  Hybridization  (FISH) 


Abraham  Joseph,  BS,  CLSp(CG),  CLSup 
Eric  S.  Martin  BA 
Brian  J.  McCormack,  BA,  CLSp(CG) 
J.J.  Storlazzi  MD 
S.  Charles  Bean  MD 
Digamber  S.  Borgaonkar  PhD 


Recognition  of  linkage  between  clinical 
syndromes  and  cytogenetic  abnormalities 
plays  an  increasingly  important  role  in 
establishing  the  genetic  basis  of  disease  and, 
hopefully,  future  approaches  to  prevention  and 
therapy.  In  a time  when  the  discovery  of  new 
disease  genes  is  becoming  commonplace,  the 
clinician  is  confronted  with  an  arsenal  of 
diagnostic  techniques  that  will  allow  him  or 
her  to  pinpoint  those  genes  responsible  for  a 
particular  case  of  interest.  The  current 
communication  illustrates  the  power  of  the 
fluorescence  in  situ  hybridization  (FISH) 
technique  in  the  localization  and  analysis  of  a 
particular  chromosomal  aberration.  FISH 
allows  for  the  rapid  identification  of  specific 
chromosomes  and  their  characteristic  regions 
using  DNA-specific  probes  that  can  be  viewed 
under  the  microscope  (Fig.  1).  With  the  proper 
clinical  information,  such  a technique  can  be 
utilized  to  diagnose  specific  genetic  disorders. 

Case  Report 

A 22-year-old,  white  male  with  obesity,  short 
stature,  and  mild  mental  retardation  recently 
presented  with  type  II  diabetes  mellitus. 
Because  of  these  clinical  features,  Prader-Willi 
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Syndrome  (PWS)  was  suspected.  Chromosome 
analysis  was  requested  at  the  Medical  Center 
of  Delaware. 


Cytogenetic  Analysis 

High-resolution  chromosome  analysis  using 
GTL  (Giesma-Trypsin-Leishman)  banding  was 


Figure  1.  Schematic  of  the  molecular  mechanisms 
involved  in  fluorescence  in  situ  hybridization  (FISH).  The 
technique  involves  annealing  a DNA  or  RNA  probe 
complementary  to  the  area  of  interest  (i.e.,  target  DNA 
sequence  within  localized  regions  of  humem  chromosomes) 
that  has  been  fixed  to  a microscope  slide.  Direct 
visualization  of  the  hybridized  probe  is  done  by 
immunochemical  and  non-isotopic  techniques  and  viewed 
under  a fluorescent  microscope. 
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Figure  2.  Ideogram  and  two  digitized  photographs  of 
chromosome  15  homologues  taken  from  the  patient  where 
the  deleted  region  is  indicated  by  the  arrow.  Preparation  of 
the  chromosomes  were  made  by  standard  GTL  banding. 


carried  out  on  cultured  peripheral  blood 
lymphocytes  according  to  standard  cytogenetic 
protocols  {The  ACT  Cytogenetic  Laboratory 
Manual,  Second  Edition,  1991). 

FISH  Analysis 

The  Prader-Willi  Syndrome  cosmid  probe 
(P5104-Bio)  for  the  del  (15qll-ql3)  region  was 
purchased  from  Oncor  (Gaithersburg,  MD).  In 
normal  metaphases  and  interphases,  the 
cosmid  probe  should  give  a fluorescence  signal 
on  both  chromatids  for  each  chromosome  15. 
The  lack  of  such  a signal  should  signify  the 
presence  of  a PWS-like  deletion.  Each  probe 
also  contains  chromosome  15  markers  in  15q22 


to  facilitate  the  identification  of  both  15 
homologues.  In  situ  hybridization  and  detec- 
tion were  performed  according  to  the 
manufacturer’s  recommended  protocol. 

Results 

GTL  chromosome  analysis  of  peripheral  blood 
lymphocyte  metaphases  revealed  a deletion  in 
the  15qll-ql3  region.  Figure  2 shows  a 
digitized  photograph  of  the  patient’s  15qll.2 
deletion  as  well  as  the  15  normal  homologue. 
Confirmation  of  the  cytogenetic  findings  was 
obtained  by  FISH  analysis  via  the  use  of  the 
DNA-specific  probe  for  the  15qll-ql3  region. 
The  characteristic  PWS-positive  finding  is 
typified  by  a fluorescent  signal  on  the  normal 
chromosome  15  homologue  and  an  absence  of 
signal  on  the  chromosome  15  caused  by  a 
deletion  in  15qll-ql3  region.  Figure  3 
illustrates  the  patient’s  FISH  results  obtained 
from  a representative  metaphase  (3a)  and 
interphase  (3b).  Both  the  patient’s  metaphase 
and  interphase  show  only  one  fluorescent 
signal,  therefore  establishing  the  presence  of  a 
PWS-type  deletion. 

Discussion 

Prader-Willi  Syndrome  (PWS)  is  characterized 
by  hypotonia,  short  stature,  mental  deficiency, 
obesity,  hypogonadism,  and  a distinguishing 
facial  appearance.^  With  an  estimated  fre- 
quency of  1 in  25,000,  PWS  is  the  most  common 
syndromal  cause  of  obesity.’  The  root  of  the 


Figure  3a  and  3b.  FISH  analysis  of  the  patient’s  (a)  metaphase  and  (b)  interphase  chromosomes.  The  results  support 
the  existence  of  a PWS-like  deletion  which  is  indicated  by  the  prescence  of  a fluorscent  signal  on  only  one  of  the  chromo- 
somes 15s. 
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disorder  is  the  deletion  of  the  paternally 
derived  chromosome  segment  15qll-ql3  or  the 
result  of  a maternal  uniparental  disomy  with 
the  absence  of  the  paternally  derived  15qll- 
ql3  region.^  Approximately  70  percent  of  the 
patients  possess  the  paternally  derived 
deletion  of  15qll-ql3,  while  30  percent  have 
two  normal  chromosome  15  obtained  from  the 
maternal  disomy.®  It  is  the  absence  of  those 
paternally  derived  genes  in  the  15qll-ql3  that 
is  responsible  for  the  clinical  manifestations. 

Due  to  its  complexity,  PWS  may  be  difficult 
to  diagnose  because  of  the  variability  in  its 
clinical  manifestations.®  When  PWS  is  consid- 
ered as  a probable  diagnosis,  it  is  necessary  to 
perform  high-resolution  chromosome  analysis, 
but  often  times  high-resolution  banding  lacks 
the  power  to  differentiate  highly  condensed 
regions  such  as  the  15qll-ql3  segment  and 
requires  confirmation  in  supporting  or  negat- 
ing clinical  information.  For  example,  such 
differences  in  the  appearances  between 
maternal  and  paternal  chromosomes  due  to 
differential  condensation®  will  obscure  the 
critical  banding  patterns  in  question.  Even 
with  improvements  in  resolving  power  of 
modern  cytogenetic  banding  techniques,  it  is 
advantageous  to  utilize  alternative  techniques 
such  as  fluorescence  in  situ  hybridization 
(FISH)  to  analyze  large,  condensed,  and  highly 
heteromorphic  regions  such  as  15qll.2.‘‘ 
Provided  the  challenges  in  assessing  such 
difficult  areas,  FISH,  with  its  DNA  probes 
specific  to  the  areas  in  question,  allow  the  rapid 
confirmation  of  suspected  deletions  and/or 
chromosomal  rearrangements.  It  is  therefore 
necessary  to  perform  molecular  emalysis  using 
region- specific  DNA  probes  to  limit  the 
interference  in  obtaining  a conclusive  diagno- 
sis. Ultimately,  FISH,  in  conjunction  with 
high-resolution  banding,  will  serve  as  an 
efficient  diagnostic  tool  where  banding 
provides  initial  analysis  and  FISH  focuses 
more  directly  in  the  area  of  interest. 

Although  this  technology  is  extremely 
versatile,  the  specialization,  availability,  as 
well  as  cost,  of  these  types  of  analyses  must  be 
utilized  based  on  the  specific  clinical  informa- 
tion expressed  and  not  as  an  alternative  to 
general  cytogenetic  techniques.  With  this  in 
mind,  the  clinician  must  find  sufficient 


evidence  to  pursue  the  combination  of  such 
techniques.  ■ 
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Introduction 

Rising  asthma  mortality  in  the  late  1970s  and 
throughout  the  1980s  in  the  United  States, 
Western  Europe,  and  other  industrialized 
nations  has  led  to  a search  for  the  underlying 
causes  responsible  for  this  worrisome  trend. 
Though  deaths  from  asthma  are  still  rare,  their 
total  numbers  have  doubled  over  the  last  15 
years  and  the  mortality  rates  have  been 
especially  high  for  certain  populations, 
including  urban  blacks. Several  factors 
have  been  postulated  as  causes  for  these  recent 
events  including  increases  in  air  pollution, 
increasing  concentrations  of  house  dust  mite 
allergen,  poverty,  limited  access  to  adequate 
medical  care  among  urban  minorities,  and 
inappropriate  use  of  beta2-adrenergic  agonists. 

The  bronchodilatory  effects  of  an  adrenal 
substance  were  initially  described  by  Solis- 
Cohen  in  1900.®  The  isolation  of  this  substance 
as  adrenaline  became  the  building  block  which 
led  to  initial  bronchodilator  therapy. 
Pharmacologic  advances  have  led  to  the 
derivation  of  selective  betag-agonists  used 
today  as  a vital  part  of  asthma  therapy.®  Recent 
investigations  related  to  the  effects  of  regular 
dosage  or  overuse  of  beta2-agonist  therapy 
have  examined  whether  frequent  use  of  these 
drugs  in  asthma  could  be  harmful.’'  The 
purpose  of  this  article  is  to  review  recent  data 
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linking  excessive  use  of  beta2-agonists  with 
asthma  mortality  and  to  detail  the  hypotheses 
which  could  establish  the  basis  for  these 
harmful  effects.  Finally,  currently  accepted 
treatment  guidelines  for  the  use  of  betaj- 
agonists  will  be  reviewed  in  light  of  these  data. 
While  proof  of  the  link  between  beta2-agonists 
and  increasing  mortality  due  to  asthma  has  yet 
to  be  definitively  established,  we  believe  that 
the  data  presented  herein  provides  compelling 
evidence  that  traditional  use  of  beta2-agonists 
on  a scheduled  (four  times  a day)  basis  in 
asthma  should  be  abandoned.  Moreover, 
frequent  or  excessive  “as  needed”  use  of  betUg- 
agonists  should  alert  both  the  patient  and  the 
physician  to  the  serious  nature  of  the 
underlying  illness  and  should  suggest  in- 
creased therapy  targeting  underlying  airway 
inflammation,  now  known  to  be  present  in 
even  the  mildest  asthmatics. 

A Link  Between  Beta^ -Agonists  and 
Mortality:  Recent  Case-Control  Studies 

Much  of  the  evidence  establishing  a potential 
link  between  excessive  use  of  betUg-adrenergic 
agonists  and  asthma  mortality  has  come  from 
investigators  outside  the  U.S.  Crane  and 
colleagues  were  the  first  to  publish  the  results 
of  a case-control  study  linking  excessive  use  of 
the  betag-agonist  fenoterol  with  increased 
asthma  mortality  in  New  Zealand.  Their  study 
of  117  deaths,  each  matched  with  four  control 
cases  on  the  basis  of  asthma  severity  and 
recent  hospitalizations,  indicated  that  exces- 
sive use  of  fenoterol  was  linked  with  asthma 
mortality.  In  their  analysis,  no  other 
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medications  had  such  a potential  link  and  the 
relative  risk  of  death  for  fenoterol  was  much 
greater  than  that  of  other  betag-adrenergic 
agonists.®  The  major  criticism  of  this  initial 
retrospective  study  was  that  bias  was  built  into 
the  study  because  most  severe  asthmatics 
would  be  expected  to  use  their  betUg-adrenergic 
agonists  frequently.  The  same  group  published 
two  subsequent  case-control  analyses  which 
addressed  these  issues;  arriving  at  the  same 
conclusion  and  blunting  earlier  criticism.®’’® 
Other  studies  released  at  that  time  suggested 
that  these  asthma  deaths  were  not  attributable 
to  cardiac  arrhythmias,  as  some  initial 
investigators  had  suspected."  A growing 
acceptance  of  the  link  between  fenoterol  and 
deaths  led  to  the  worldwide  withdrawal  of 
fenoterol  from  the  marketplace,  but  left  the 
unanswered  question  whether  other  beta-- 
adrenergic agonists  were  linked  with  asthma 
deaths. 

Another  case-control  study  from 
Saskatchewan  province  in  Canada  provided 
confirmatory  data  linking  fenoterol  with 
asthma  deaths  and  suggested  that  other  beta-- 
adrenergic  agonists  could  be  contributing  to 
the  increase  in  mortality  as  well.’®  Because 
definitive  prospective-controlled  studies  link- 
ing particular  beta--adrenergic  agonists  or 
excessive  beta--adrenergic  agonist  use  with 
asthma  deaths  are  difficult  if  not  impossible  to 
perform,  several  investigators  have  turned 
towards  examining  potential  pharmacologic 
hypotheses  for  the  harmful  effects  of  regular 
and  excessive  beta--adrenergic  agonists. 

Hypothesis  for  Harmful  Effects  of 
Beta--Adrenergic  Agonists 
A number  of  recent  publications  have  provided 
potential  hypotheses  for  the  harmful  effects  of 
scheduled  four-times-daily  use  of  beta-- 
adrenergic  agonists.  The  first  hypothesis, 
based  on  clinical  interviews  with  patients  who 
experienced  near  fatal  asthma,  suggested  that 
betag-agonists  may  be  linked  with  mortality 
not  because  they  are  themselves  harmful,  but 
rather  the  temporaiy  relief  of  bronchospasm 
leads  some  patients  with  severe  and  progres- 
sive underlying  airway  inflammation  to  delay 
seeking  definitive  medical  care.’®  Some 
authors  have  postulated  that  this  delay  allows 
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potentially  life-threatening  airway  inflamma- 
tion to  continue,  despite  apparent  symptomatic 
relief  from  inhaled  bronchodilators.  Several 
more  basic  hypotheses  have  also  been 
proposed. 

One  concern  regarding  the  regular  use  of 
beta--adrenergic  agonists  is  that  the  protective 
bronchodilatory  effect  increases  the  likelihood 
of  greater  allergen  exposure  by  blocking  the 
early  asthmatic  response.  Suppression  of 
symptomatic  clues  caused  by  the  broncho- 
protective  effect  of  beta--agonists  may  delay 
egress  from  an  allergen-rich  environment. 
While  the  patients  would  be  free  of  early 
symptoms,  the  late  asthmatic  response 
resulting  from  inflammatory  events  linked  to 
allergen  exposure  would  be  more  intense  and 
more  severe  because  of  the  increased  allergen 
burden.  Lai  and  co-workers  provided  support 
for  this  hypothesis  by  demonstrating  that 
when  the  early  asthmatic  response  (acute 
bronchospasm)  is  blocked  by  beta^-agonist 
treatment,  increased  doses  of  antigen  can  be 
delivered  and  delayed  bronchoconstriction  is 
increased." 

The  possibility  that  regular  use  of  beta-- 
adrenergic  agonists  could  actually  be  associ- 
ated with  increases  in  airway  inflammation  is 
an  area  of  intense  interest  as  it  goes  to  the  root 
of  asthma  pathogenesis.  In  a study  comparing  an 
Emti-mast  cell-releasing  compound  (nedocromil), 
a beta--adrenergic  agonist  (albuterol),  and  a 
placebo,  Davies  and  colleagues  examined  the 
influx  of  activated  eosinophils  into  bronchial 
sub-mucosa  obtained  by  bronchoscopic  biopsy. 
They  demonstrated  a decrease  in  activated 
eosinophils  in  patients  receiving  the  anti- 
inflammatory compound  nedocromil,  but  noted 
an  increase  in  activated  eosinophils  in  those 
patients  receiving  regularly  dosed  albuterol 
when  compared  to  those  patients  receiving  a 
placebo.’®  Recent  studies  have  suggested  a 
negative  interaction  between  beta^-adrenoreceptor 
agonists  and  corticosteroid  activity  resulting  in 
the  dampening  of  endogenous  and  exogenous 
glucocorticoid  effect  on  airway  inflammation.’® 

Other  hypotheses  for  harmful  effects  of 
beta---adrenergic  agonists  in  patients  who 
regularly  use  the  drugs  involve  increased 
airway  hyperreactivity  and  the  non- 
bronchodilating  effects  of  beta^-agonists  in 
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patients  who  regularly  use  these  drugs. 
Regular  use  of  beta^-agonists  leads  to  increased 
bronchial  hyperreactivity,  an  important  aspect 
of  the  asthmatic  diathesis.”'”  In  addition, 
airway  responsiveness  to  adenosine  monophospate 
(AMP),  a substance  which  causes  mast  cell 
histamine  release  in  airways,  was  shown  to 
increase  in  subjects  who  used  beta^-adrenergic 
agonists  for  a regular  period  of  time.”  Thus,  it 
appears  that  the  previously  described  mast  cell 
stabilizing  properties  of  betag-adrenergic 
agonists  wane  in  time  with  their  regular  use. 

Recently  greater  attention  has  been 
focused  on  the  betag-adrenergic  receptor 
(BgAR)  itself.  Once  stimulated  by  the  beta 
agonist,  the  B^AR  activates  a cascade  of  events 
leading  to  an  increase  in  intracellular  cAMP 
and  activation  of  the  cAMP-dependent  protein 
kinase  A (PKA).  PKA  mediates  a host  of 
cellular  events,  including  phosphorylation  of 
myosin  light  chain  kinase,  that  serves  to  relax 
airway  smooth  muscle  and  also  affects  the 
inflammatory  response  to  antigen  chal- 
lenge.Repeated  exposure  of  the  B^AR  by 
beta  agonists  can  result  in  a loss  of  cellular 
responsiveness  or  loss  of  the  bronchoprotective 

effect. 

Clinical  Deterioration  in  Patients  Using 
Beta2 -Adrenergic  Agonists  on  a Regular 
Schedule 

Three  different  studies  have  addressed  the 
effect  of  regular  beta2-agonist  use  on  clinical 
lung  function,  peak  expiratory  flow  rate 
measurements,  exacerbations,  and  changes  in 
bronchial  hyperreactivity.  Each  of  these 
studies  indicates  that  regular  use  of  inhaled 
betag-agonists  actually  leads  to  a fall  in  those 
physiologic  measures  we  consider  important  in 
asthma  including  morning  peak  expiratory 
flow  measurements  and  FEVl. 

Specifically,  Taylor  and  colleagues  exam- 
ined the  effect  of  three  weeks  of  regular  use  of 
fenoterol  (two  puffs  four  times  a day)  on  lung 
function  and  noted  a statistically  significant 
fall  in  FEVl  and  a fall  in  morning  peak 
expiratory  flow  rate  measurements.  Taylor 
also  noted  that  the  regular  beta^-agonist  group 
suffered  more  exacerbations  (267  vs.  207, 
difference  not  statistically  significant)  and  had 
a shorter  duration  until  the  first  exacerbation 
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(33  days  vs.  66  days,  P<.05).^“  Other  studies 
have  confirmed  that  this  effect  is  not  solely 
related  to  fenoterol  but  generalizable  to  other 
bronchodilators.  Moreover,  a recent  study  of 
albuterol  demonstrated  that  deterioration  in 
lung  function  seems  to  persist  for  at  least  one  to 
two  days  after  cessation  of  regular  use  of 
bronchodilators.^® 

Conclusion 

Taken  together  these  data  provide  compelling 
evidence  that  prescriptions  for  beta2-agonist 
inhaler  use  in  asthmatic  patients  should  be  on 
an  as  needed  basis  rather  than  for  regularly 
scheduled  use.  While  the  mortality  data  is 
retrospective  and  not  conclusive,  studies 
indicating  that  asthmatics  actually  have  a 
deterioration  in  lung  function  during  periods  of 
regular  use  should  prompt  us  to  use  these 
effective  bronchodilator  therapies  only  as 
needed.  The  National  Heart,  Lung  and  Blood 
Institute  expert  panel  report  recommends  that 
all  beta2-agonists  for  asthma  be  administered 
on  an  as  needed  basis  and  that  excessive 
regular  use  of  beta2-agonists  serve  as  a marker 
of  disease  severity  that  should  prompt  both  the 
patient  and  physician  to  consider  the  need  for 
increased  anti-inflammatory  therapy.^®  Both 
the  American  Academy  of  Allergy  and 
Immunology  and  the  American  Thoracic 
Society  have  endorsed  these  recommenda- 
tions.^’ 

Thus,  only  patients  with  mild  asthma 
requiring  infrequent  use  of  symptomatic  betaj- 
agonists  for  bronchodilatation  should  receive 
bronchodilators  alone  without  regular  anti- 
inflammatory therapy.  Once  an  asthmatic 
patient  requires  the  regular  use  of  the  beta2- 
agonist  inhaler  (more  than  once  or  twice  a day) 
or  is  bothered  by  regular  nocturnal  symptoms 
(more  than  once  weekly),  daily  anti-inflamma- 
tory therapy,  preferably  delivered  by  topical 
inhalation,  should  be  initiated.  As  asthma  is 
controlled,  therapy  can  be  stepped  down  to  the 
lowest  level  of  medication  that  maintains 
adequate  control  without  increasing  need  for 
beta2-agonist  use.  While  these  guidelines  are 
clear,  several  areas  of  controversy  exist 
including  level  of  severity  for  which  topical 
anti-inflammatory  compounds  should  be  intro- 
duced, long-term  effects  of  anti-inflammatory 
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agents  in  mild  asthmatics,  and,  long-term 
effects  of  inhaled  glucocorticoids  in  children. 
Studies  examining  these  therapeutic  questions 
are  currently  in  progress. 

For  moderate  to  severe  asthmatics  who 
have  come  to  rely  on  regular  inhalations  of 
betag-agonists,  the  recommendation  should  be 
that  patients  attempt  to  lower  their  threshold 
for  using  their  metered  dose  inhaler  in  an 
attempt  to  diminish  total  daily  use.  Our  clinical 
experience  has  been  that  such  maneuvers  are 
often  followed  by  improvements  in  asthma 
control  over  time.  Despite  these  recommenda- 
tions, beta^-agonists  should  remain  the 
mainstay  of  therapy,  once  symptomatic 
bronchospasm  is  present.  Severe  bronchospasm 
requiring  treatment  in  an  emergency  setting 
should  also  be  treated  with  systemic  glucocorti- 
coids given  either  orally  or  parenterally. 
Physicians  treating  patients  with  chronic 
obstructive  pulmonary  disease  should  realize 
that  none  of  the  data  linking  betag-agonist  use 
to  increases  in  mortality  have  come  from  the 
population  of  patients  with  chronic  obstructive 
pulmonary  disease  in  whom  ongoing  use  of 
bronchodilators  is  indicated  for  relief  of 
dyspnea  and  improving  functional  capacity. 

Finally,  it  is  important  to  note  that  follow- 
up studies  in  New  Zealand  have  shown  recent 
decreases  in  asthma  mortality.  This  decline  is 
attributable  to  changes  that  resulted  from  the 
establishment  of  a task  force  whose  role  was  to 
address  asthma  mortality.  The  major  role  of 
that  task  force  was  to  promote  asthma 
education  for  clinicians,  hospitals,  and  the 
general  population.  As  a result  of  these  efforts, 
asthma  mortality  in  New  Zealand  has 
decreased  appreciably  over  the  last  five  years.^® 
Whether  this  effect  is  partly  due  to  the 
withdrawal  of  fenoterol  from  the  market  in 
New  Zealand,  from  the  general  education 
efforts,  or  from  the  growing  use  of  disease- 
altering  anti-inflammatory  compounds  is  not 
completely  clear.  Nonetheless,  authorities  in 
New  Zealand  have  demonstrated  that  the 
rising  asthma  mortality  can  be  reversed.  This 
most  certainly  is  an  important  lesson  to  be 
learned  by  those  of  us  battling  the  morbidity 
and  mortality  of  asthma  in  the  United  States.* 
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(302)368-5300  (609)299-3224  (410)392-5300 


The  Medical  Society  of 
Delaware  Alliance  Moves 
Into  the  21st  Century 

December  is  the  time  to  join.  The  Medical 
Society  of  Delaware  Alliance  is  a service 
organization  for  the  spouses  of  physicians. 
MSDA  membership  has  changed  dramati- 
cally from  the  days  when  it  was  first  and 
foremost  a women’s  social  auxiliary.  More 
and  more  male  spouses  are  becoming  active 
in  this  important  organization. 

Some  of  the  current  projects  planned  for 
the  1996  include: 

□ implementing  a seven  step  program  to 
reduce  violence  in  the  home,  school  and 
the  community 

□ creating  a planned  calendar  of  action  to 
meet  legislators  and  disseminate  infor- 
mation about  the  effects  of  health  care 
changes; 

□ fundraising  for  worthwhile  community 
health  projects. 

Upstate  or  downstate,  there  are  physi- 
cians’ spouses  actively  working  to  improve 
the  health  of  all  Delawareans.  Please  call 
the  new  telephone  “hotline”  number  (302) 
658-2744,  to  learn  about  current  activities. 
Be  sure  to  leave  your  name. 

If  a busy  schedule  precludes  active 
involvement,  your  membership  dues  help  us 
speak  with  a united  voice.  Join  us,  we  can  do 
more  together. 

Important  dates  for  1996  include: 

1996  Legislators/Physicians  “Get- 
Together”  (Dates  vary  in  each 
county) 

2/23  7 p.m..  Hotel  duPont,  8th  Annual 

Gourmet  Dinner  and  Wine  Tasting 
to  benefit  The  Wellness  Community 
in  Delaware. 

3/30  Doctors’  Day:  Recognition  and  AMA- 
ERF  Campaign 

April  Shelter  Showers  in  each  county 
5/9  Annual  Meeting,  Wild  Quail 
Country  Club,  Dover. 
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and  Enthusiasm. 


At  VNA,  we  know  a comfortable  environment  for 
rehabilitation  can  inspire  people  who  are  working 
to  get  back  on  their  feet  again.  And  this  knowledge  has  inspired  us  to  provide  you  with 
Specialty  Care  Services,  such  as  rehabilitation,  in  the  very  best  environment  possible.  Home. 
In  addition,  we  offer  you  highly  specialized  home  health  care  in  other  areas,  including 
l.V.  Therapies,  Oncology,  HIV/AIDS,  Obstetrics,  Neonatology  and  Pediatrics.  So  after  you’re 
discharged  from  the  hospital,  VNA’s  skilled  professionals  will  help  you  hit  the  ground  running. 

Which,  in  turn,  will  help  put  you  on  the  road 
to  recovery.  Call  (302)  323-8200  for  more  information... 
we’re  on  call  and  listening  24  hours  a day. 

COME  HOME  TO  VNA  SPECIALIZED 
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The  Need  for  an  Improved 
Judicial  System 


The  Delaware  Board  of  Medical  Practice 
(BMP)  was  created  by  the  state  legislature  “to 
protect  the  public  from  ...  improper  ...  medical 
care.”  It  strives  to  achieve  this  largely  by  two 
mechanisms;  first,  screening  applicants  for 
licensure,  and  second,  by  actions  against  those 
physicians  who  fail  to  perform  up  to  a proper 
standard.  The  first  is  fairly  easy:  a check  on  the 
medical  school  education  and  appropriate 
residency  training,  verification  of  a passing 
grade  on  standard  national  challenge  exami- 
nations, and  proper  behavioral  standards  as 
attested  by  previous  performance.  The  second 
is  much  more  difficult  and  gets  into 
philosophical  concepts,  all  sorts  of  legal 
technicalities,  availability  of  resources  and 
perhaps  in  some  cases  the  personalities  of  the 
board  members.  I should  like  to  explore  all  of 
these  eventually,  but  time  and  space  do  not 
permit  at  this  time.  However,  for  this  issue  of 

Journal  I want  to  comment  on  substandard 
performance  and  patient  injury  as  one  aspect 
of  total  physician  performance,  its  frequency 
and  relationship  to  malpractice  actions  and 
disciplinary  actions. 

In  general  there  is  a basic  concept  that  to 
err  is  human,  and  physicians  as  humans  will 
err  at  times.  Boards  almost  never  discipline  a 
doctor  for  a single  error.  However,  to  the 
patient  who  is  the  victim  of  an  error,  this  is  not 
an  isolated  occurrence  but  a 100  percent 
occurrence,  and  resolution  of  a single  error  or 
mal-occurrence  is  usually  left  to  the  courts  in 
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malpractice  suits.  Instead  the  BMP  is  looking 
for  a “pattern  of  care”  or  practice  which  may  be 
harmful  or  detrimental  to  the  public.  The  suit 
is  seeking  financial  compensation  for  what  the 
patient  sees  as  a tort  or  injury.  The  BMP  is 
seeking  safer  and  better  medical  practice  by 
trying  to  get  an  errant  physician  to  change  his 
or  her  ways,  and  attempts  to  accomplish  this 
through  a series  of  graded  disciplinary  actions 
restricting  practice,  and  if  all  else  fails, 
revocation  of  the  license  altogether. 

Over  50  percent  of  the  time  when  a 
member  of  the  public  complains,  there  has  not 
been  a deficiency  of  knowledge,  skill  or  even 
performance  on  the  part  of  the  doctor,  but  a 
failure  of  understanding  — a breakdown  in 
communication.  It  becomes  the  responsibility 
of  the  BMP  to  explain  the  doctor’s  actions  to  the 
patient  and  the  patient’s  viewpoint  to  the 
doctor.  Sometimes  it  succeeds  and  sometimes 
it  fails.  In  a small  percentage  of  cases,  perhaps 
as  much  as  five  percent  of  complaints,  the 
doctor  is  clearly  out  of  line  and  some 
disciplinary  action  may  be  called  for.  I firmly 
believe  that  all  good  doctors  want  the  BMP  to 
go  after  that  five  percent  assiduously.  They 
undermine  us  all  and  give  the  whole  profession 
a bad  name. 

One  cannot  read  very  far  in  the  literature 
of  damage  control  (if  I may  call  it  that)  before 
finding  reference  to  a seminal  set  of  three 
papers  out  of  Harvard,  published  in  1991, 
reporting  on  a sampling  of  records  from  51 
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randomly  selected  hospitals  in  New  York  state. 
These  three  papers  have  been  cited  repeatedly 
in  estimates  of  the  type  and  extent  of  physician 
error,  in  criticism  of  the  medical  profession,  in 
planning  budgetary  allocations  and  peer 
review,  in  arguments  about  quality  control, 
physician  education  and  training,  indeed  in 
everything  related  to  physician  performance. 
Many  of  the  planning  decisions  based  on  these 
papers  have  turned  out  to  be  in  error  by  as 
much  as  three  to  five  fold,  which  is  surprising 
given  the  excellence  of  scientific  work  we  are 
accustomed  to  seeing  from  Harvard. 

I obtained  copies  of  those  papers  and 
searched  them  for  errors.  I found  that  the 
papers  have  been  extensively  misused  and 
misquoted,  probably  by  people  who  never  read 
them  but  at  least  with  inadequate  scientific 
background  to  understand  or  use  them 
properly,  and  perhaps  with  a bias  or  axe  to 
grind  rather  than  a desire  to  get  things 
straight.  For  example,  as  pointed  out  here 
(Sept  1995  Editorial),  a recent  report  on  the 
National  Practitioner  Data  Bank  indicated 
that  11  of  15  Delaware  hospitals  failed  to  report 
any  disciplinary  actions  since  NPDB  began 
operation  in  December  1990.  Based  on  the 
Harvard  study  they  assumed  one  percent  of  all 
admissions  to  hospitals  were  damaged,  and 
asked  why  those  11  hospitals  were  damaged, 
had  not  taken  disciplinary  action  and  reported 
it  to  the  NPDB?!  But  note  that  the  Harvard 
study  had  specifically  excluded  federal  hospi- 
tals and  psychiatric  hospitals.  There  simply 
are  not  15  hospitals  in  Delaware  if  we  exclude 
those.  Moreover,  hospitals  simply  do  not 
suspend  or  discipline  physicians  for  one 
oversight. 

What  did  I find  on  review  of  those  three 
papers?  They  reported  on  a review  of  30,121 
medical  records  from  a randomly  selected 
sample  of  51  nonpsychiatric  and  non-federal 
New  York  state  hospitals.  They  found  7,817 
questionable  events  which  delayed  discharge 
or  caused  some  disability  at  the  time  of 
discharge.  Of  these,  1,133  were  considered 
significant  adverse  events  (3.7  percent  of 
total).  Of  that  group,  280,  or  about  27.6 
percent,  were  considered  due  to  negligence, 
which  came  to  about  1 percent  of  the  total 
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sample.  But  note  that  “adverse  events” 
included  a wide  variety  of  occurrences  caused 
by  a variety  of  people,  not  all  of  them 
physicians. 

Although  most  were  due  to  physician 
action  (or  inaction)  there  were  also  such  things 
as  first-time  allergic  reactions,  “failure  to 
prevent  injury”  (falls),  lack  of  proper  supplies 
or  equipment,  scheduling  delays,  failure  of 
patient  cooperation,  and  many  things  we 
consider  almost  unavoidable,  such  as  insulin 
reactions,  bone  marrow  depression  on  chemo- 
therapy and  bleeding  on  anticoagulants. 

The  truth  is  that  the  Harvard  papers  were 
well  done  but  designed  for  a specific  use.  The 
study  was  a response  to  the  rising  tide  of 
malpractice  claims.  We  physicians  tend  to 
minimalize  the  bad  results,  compensate  by 
defensive  practices  and  call  for  tort  reform  as  a 
way  to  reduce  costs.  Our  detractors  tend  to 
maximize  the  bad  results  and  look  upon 
malpractice  actions  as  a necessary  means  of 
controlling  negligent  and  arrogant  physicians. 
There  have  been  no  good  statistics  on  the 
actual  prevalence  of  adverse  events  in  patient 
care.  If  we  are  to  do  anything  to  resolve  the 
conflict,  it  is  essential  to  have  a clear 
understanding  of  the  nature  and  extent  of  the 
problem.  The  eventual  conclusion  of  the  papers 
was  that  although  1 percent  of  all  hospitalized 
patients  suffer  an  adverse  event  due  to 
negligence,  less  than  3 percent  of  those 
suffering  such  events  ever  filed  claims. 
However,  many  others  who  were  not  damaged 
did  file  claims.  To  quote  their  conclusion, 
“litigation  infrequently  compensates  the  in- 
jured and  rarely  identifies  and  holds  account- 
able those  rendering  substandard  care.” 

It  is  clear  that  our  tort  system  does  not 
work,  either  in  providing  just  compensation  to 
the  injured,  punishment  to  the  guilty  or  as  a 
modifier  of  physician  behavior.  However,  the 
study  certainly  provided  a wealth  of  informa- 
tion for  misuse  by  bureaucrats,  planners, 
reformers  and  critics  of  the  medical  profession. 
More  importantly,  it  also  provided  information 
we  should  be  looking  at  to  improve  our 
performance.  ■ 

E.  Wayne  Martz  MD 
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Diagnostic  Imaging  Associates,  pa 
Celebrates  the  Centennial  Anniversary  of 
The  Discovery  of  x-rays 

Wilhelm  Conrad  Roentgen  discovered  X-rays  in  1895  and  the  modern  age  of  medical  imaging  began. 

We  celebrate  that  beginning  with  a continuing  commitment  to  medical  imaging  excellence  for  our  patients. 


Dr.  Rita  Gottesman,  Radiologist,  ABR 


“In  1913,  the  first  report  of  an  X-ray  study  of  breast  tissue  was  completed.  From  1930 
to  1960,  the  understanding  of  the  diagnostic  applications  of  mammography  were  developed  and 
over  the  last  three  decades  epidemiologic  studies  have  established  that  mammography  saves 
lives.  In  repeated  studies,  a 30  to  40  percent  mortality  reduction  has  been  shown. 

During  the  1980’s  and  early  90’s,  there  has  been  a rapid  advancement  in  mammography 
equipment  with  great  improvement  in  contrast  and  resolution,  as  well  as,  a marked  reduction  in 
radiation  dosage. 

We  all  hope  the  future  will  bring  new  discoveries  in  the  area  of  prevention  and  a possible 
cure  of  breast  cancer.  Presently,  early  detection  with  the  use  of  mammography  is  the  single 
most  significant  factor  in  effecting  a good  prognosis.” 

❖ 

DIA’s  full  range  of  out-patient  services  include: 

• High-field  MRI  • New  spiral  CT  scanning  • Ultrasound  including  color  doppler 
• Mammography  • Fluoroscopy  • Nuclear  Medicine  • General  X-ray 

Diagnostic  Imaging  Associates  has  seven  convenient  locations  in  New  Castle  County. 

Our  facilities  are  staffed  by  board  certified  radiologists  and  highly  trained  technologists.  Reports 
are  sent  promptly  via  fax  or  same  day  delivery  service.  Our  patients  are  scheduled  promptly  and 
treated  with  efficient,  personal  care. 

For  patient  information  and  central  scheduling:  302-425-4DIA 


Diagnostic  Imaging  Associates,  PA 

Omega  Imaging  Associates  • L-6  Omega  Professional  Center  • Newark  • 738-9300 

Omega  Magnetic  Resonance  Imaging  Center  • L-6  Omega  Professional  Center  • Newark  • 738-9300 

Omega  Nuclear  Diagnostic  Center  • K-15  Omega  Professional  Center  • Newark  • 368-8150 

Brandywine  Imaging  Center  • 701  Foulk  Road  • Suite  E-1  • Wilmington  • 654-5300 

Pike  Creek  Imaging  Center  • 3105  Limestone  Road  • Suite  106  • 995-2037 

Wilmington  Magnetic  Resonance  Imaging  Center  • 1020  Union  Street  • Wilmington  • 427-9855 

Omega  Medical  Center  • K-15  Omega  Professional  Center  • Newark  • 368-5100 


OrAMOpoanoN 

naniMua 

You  Fffl  fiETIEff 


As  an  Air  Force  Reserve  physician, 
you'll  experience  all  the  rewards  of 
providing  care.  And  then  some. 

Because  as  part  of  our  nation's  vital 
defense  team,  you'll  help  protect 
the  strength  and  pride  of  America. 

In  the  Air  Force  Reserve,  you'll  feel 
the  excitement  a change  of  pace 
brings  as  you  gain  the  prestige  of 
military  rank  and  the  privilege  of 
working  with  some  of  the  world's 
best  medical  professionals.  And, 
you  can  update  your  knowledge 
through  the  Air  Force  Reserve's 
wide  selection  of  continuing  edu- 
cational opportunities. 

With  our  new,  flexible  schedule 
programs,  it's  never  been  easier  to 
give  something  back  to  your 
country. 

The  Air  Force  Reserve.  It's  a great 
way  to  serve. 

CaH:  (800)282-1390 
Or  write  To: 

Kim  Mathew 
3720FetchetAve 
Suite  16 

Andrews  AFB,  MD  20331-5157 


25-501-0009 


A GREAT  WAY  TO  SERVE 


LETTER  TO  THE  EDITOR 


The  Delaware  Foundation  for  Health  Care  — 
History  Revisited 


In  1970,  some  of  us  (physician  members  of 
Medical  Society  of  Delaware)  became  alarmed 
about  the  increasing  intrusions  of  the  federal 
government  and  insurance  companies  into 
management  of  medical  care.  We  set  up  the 
Delaware  Foundation  for  Medical  Care, 
incorporated  in  Dover  as  an  arm  of  the  Medical 
Society  of  Delaware,  with  Anne  Shane  Bader 
as  its  executive  director.  The  goal  of  the 
Foundation  was  to  keep  the  purely  medical 
functions  of  patient  care  in  the  hands  of 
practicing  physicians.  It  attempted  to  form  an 
alliance  with  Blue  Cross-Blue  Shield  of 
Delaware  to  provide  prepaid  care  as  a team. 
Decisions  concerning  medical  policy,  quality  of 
care,  and  peer  review  were  to  be  the  function 
solely  of  a board  of  directors  elected  by  the 
participating  physicians,  and  participation 
was  to  be  left  open  to  all  licensed  Delaware 
physicians.  To  BCBS  were  assigned  solely  the 
marketing,  billing,  accounting  and  actuarial 
functions. 

From  the  onset  there  was  strong  opposition 
from  physicians,  epitomized  by  the  physician 
who  said,  “We  do  not  need  all  this  regulation. 
They  do  not  have  any  physicians  but  us.  If  we 
refuse  to  join  them,  that  will  be  the  end  of  the 
problem.”  The  physicians  of  the  Delaware 
Foundation  for  Health  Care  continued  for  the 
next  four  years  to  carry  on  an  educational 
campaign  for  physician  directed  prepaid  care. 
An  officially  appointed  BCBS  representative 
participated  in  all  planning  meetings.  Finally 
in  1974  BCBS  withdrew  its  support,  and  we 
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were  in  the  process  of  seeking  an  insurance 
company  to  replace  them  when  the  Board  of 
Directors  of  the  Medical  Society  of  Delaware 
also  withdrew  its  support  of  the  planning,  and 
the  Delaware  Foundation  for  Health  Care  was 
dissolved. 

The  rest  is  history.  Medical  care,  including 
decisions  concerning  basic  medical  policy,  is 
ever  more  rapidly  becoming  the  province  of  the 
corporate  executives  of  the  insurance  compa- 
nies. True,  each  insurance  company  plan  has  a 
medical  director  who  is  a local  physician,  but 
he  is  an  employee  of  the  company  without 
independence. 

It  is  not  yet  too  late.  There  are  still  avenues 
left  to  regain  physician  control  of  management 
of  medical  policy.  The  Medical  Center  of 
Delaware  and  the  600  members  of  its  Medical 
Dental  Staff  who  have  elected  to  participate 
have  formed  the  Mid-Atlantic  Health  Systems, 
Inc,  a not-for-profit  entity,  to  empower  its 
physician  members  to  provide  “...  a network  of 
services  and  products  that  combines  quality 
care  with  optimal  outcomes  and  cost  effective- 
ness.” Its  Board  of  Directors  will  have  hospital 
administrators  and  physician  staff  members. 
All  decisions  concerning  medical  care  will  be 
made  by  this  board.  This  will  effectively  return 
a true  voice  in  medical  policy  to  practicing 
physicians. 

In  addition,  our  Medical  Society  of 
Delaware,  as  outlined  by  our  president, 
Michael  J.  Bradley  DO,  in  the  October  issue  of 
the  Delaware  Medical  Journal,  is  studying  the 
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Letter  to  the  Editor 


feasibility  of  joining  First  Option  Health  Plan, 
which  is  a physician-hospital  organization  to 
provide  comprehensive  health  care,  started  in 
New  Jersey  and  now  expanding  into  New  York, 
Pennsylvania  and  Maryland.  This  organiza- 
tion will  also  give  physicians  a strong  role  in 
the  medical  management  of  health  care. 

I appeal  to  all  Delaware  practicing 
physicians  who  wish  to  change  the  dominance 
of  the  insurance  companies  over  the  practice  of 
medicine  in  Delaware  to  join  both  the  Medical 
Center  of  Delaware  Mid-Atlantic  Health 
System  and,  when  it  is  functioning,  our 
Medical  Society  of  Delaware’s  division  of  First 
Option  Health  Plan.  ■ 

David  Platt  MD 


"TO  qive  xwxy  Mowey 
IS  XN  eXSy  tAXZTiK 
XND  IN  XNy  MXN’S  powep^. 

BUT  TO  OeCIDe  TO  WHOM  TO  ClVe  IT, 
XND  HOW  IKKQ£,  XND  WHEN, 
XND  FOP^  WHXT  ?VK?OSi, 

XND  HOW, 

IS  NEITHER.  IN  EVER.y  MXN'S  POWER. 
NOR.XN  EXSy  MXTTER...." 
AR.ISTOTLE 

You  can  help  decide. 

Become  an  allocations  volunteer. 

For  more  information,  contact 
United  Way  of  Delaware 
Allocations  Department 
573-2417 


The  Delaware  Heart  Group  presents 

Exercise  and  Dobutamine 
Stress  Echocardiography 

at  our  Glasgow  office 

Diagnostic  accuracy  comparable  to  stress  thallium 
Provides  Information  about  left  ventricular  size  and 
function,  not  obtainable  from  stress  thallium 
Less  expensive  than  stress  thallium 


The  Delaware  Heart  Group  includes: 
Joseph  T.  West,  MD 
James  T.  Hopkins,  MD 
Christopher  A.  Bowens,  MD 
Erik  S.  Marshall,  MD 


2600  Summit  Bridge  Road 
Suite  108 

Newark,  DE  19702 
302-834-3700 
302-731-7771 
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TAM  Consulting  Associates,  Inc. 

Information  Management  Services 

OUR  MISSION: 


TO  HELP  YOU  WORK  SMARTER 
NOT  HARDER 


DOES  THE  THOUGHT  OF  SELECTING 
NEW  TECHNOLOGY  FOR  YOUR  PR ACHCE 
SEND  CHILLS  DOWN  YOUR  SPINE??? 


ARE  YOU  SURE  YOUR  CURRENT 
AUTOMATION  VENDOR  IS 
GIVING  YOU  THE  BEST  DEAL??? 


WE  CAN  HELP  !!! 


Our  services  include; 

• Development  of  a Strategic  Information  Systems  Plan  that  will  help  identify  and  meet 

your  practice’s  future  automation  objectives  and  directions. 

• Assessment  of  the  offices  current  operational  environment. 

• Evaluation  and  selection  of  technology  solutions  and  cost  effective  improvements. 

• Review  and  negotiation  of  hardware  and  software  system  acquisitions  and  support  contracts. 

• Provide  technology  and  data  management  on  an  outsourced  basis. 


Give  us  a call  today  !!! 

(302)425-5560 


TAM  Consulting  Associates,  Inc. 

1701  Augustine  Cut-Off,  Suite  14  • Wilmington,  DE  19803 
Thomas  A.  Mieszala  - President 


Healthcare  reform.  Managed  care. 
Changing  rules  and  regulations.  When 
you  consider  the  potential  impact  they 
could  have  on  your  practice,  you  may 
even  end  up  with  some  major  discomfort. 
Which  means  maintaining  your  financial 
stability  depends  on  careful  planning  and 
sound  management. 

Fortunately,  at  Belfint,  Lyons  & 
Shuman  we  understand  the  issues  unique 
to  your  profession.  So  we  not  only  provide 
traditional  accounting  expertise  but  also 
help  you  achieve  the  results  you  need  in 


all  aspects  of  your  practice.  Everything 
from  analyzing  hospital  and  physician 
employment  contracts  to  helping  you  plan 
a practice  merger. 

So  find  out  more  about  BL&S  services. 
Call  Dan  Protokowicz  at  (302)  655-8894. 
Because  with  our  help,  you  shouldn’t  feel 
a thing. 

200  West  Ninth 
Street  Plaza 
Box  2105 
Wilmington, 

Delaware 
19899 


BL 

&S 


BELFINT 
LYONS  & 
SHUMAN 


BELFINT,  LYONS  & SHUMAN.  ACCOUNTING  AND  FINANCIAL  PLANNING  SERVICES  FOR  PHYSICIANS. 


NEW  MEMBERS 


As  a service  to  our  readers,  the  members  of  the 
Medical  Society  of  Delaware,  the  Delaware  Medical 
Journal  periodically  provides  a listing  of  new  mem- 
bers to  each  of  the  state’s  three  counties.  Each  entry 
provides  the  following  information,  as  available: 
name,  office  address  and  phone  number,  specialty 
(if  known)  and  medical  school. 

Darrin  G.  Campo  MD 

Ste210 

1941  Limestone  Road 
Wilmington,  DE  19808 
992-9617 

Internal  Medicine 

University  of  Medicine  & Dentistry  of  New  Jersey, 
Newark,  1991 

Lawrence  D.  Chang  MD 

C 78-80  Omega  Drive 
Newark,  DE  19713 
737-9600 
Plastic  Surgery 
General  Surgery  (1992) 

Univ  of  Penn  School  of  Medicine,  Philadelphia,  1986 

Kevin  A.  Dolan  MD 

MBNA  America 
400  Christiana  Road 
Newark,  DE  19713 
457-1441 

Anesthesiology  (1991) 

Tufts  Univ  School  of  Medicine,  Boston,  1983 

Stephen  J.  Duggan  DO 

Ste  300 

200  Cleaver  Farm  Road 
Middletown,  DE  19709-1612 
378-0400 
Family  Medicine 

Philadelphia  College  of  Osteopathic  Medicine,  1992 

Stanley  Goldfarb  MD 

2129  Chestnut  Street 
Philadelphia,  PA  19103 
(215)448-1576 

Nephrology  (1974),  Internal  Medicine  (1972) 

Univ  of  Rochester  School  of  Medicine  and  Dentistry, 
New  York,  1969 
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Matthew  K.  Hoffman  MD 

4755  Ogletown — Stanton  Road 

POBox  6001 

Newark,  DE  19718 

733-6510 

OB/GYN(1995) 

Univ  of  Florida  College  of  Medicine,  1991 

Paul  F.  Kaminski  MD 

PO  Box  6001  Dept  of  OB/GYN 
Newark,  DE  19718 
733-6566 
OB/GYN  (1969) 

University  of  Maryland  School  of  Medicine,  Balti- 
more, 1963 

Connie  R.  Lindenbaum  MD 
1501  Carr  Rd 
Wilmington,  DE  19810 
Maternal  & Fetal  Medicine  (1991) 

OB/GYN  (1989) 

Temple  Univ  School  of  Medicine,  Philadelphia,  1982 

Albert  A.  Lopez  Jr.,  DO 

Glasgow  Medical  Center,  Ste  200 
2600  Summit  Bridge  Rd 
Newark,  DE  19702-5704 
836-0100 

Internal  Medicine 

Southeastern  Univ  of  the  Health  Sciences  College  of 
Osteopathic  Medicine,  1992 

Barbara  A.  McGuirk  MD 

227  W.  21st  Street 
Chester,  PA  19013 
(610)874-4135 
OB/GYN 

St.  Georges  University  School  of  Medicine,  1988 


Raymond  E.  Miller  MD 

701  N.  Clayton  Street 
Ste  407 

Wilmington,  DE  19805 
421-9721 

Cardiovascular  Diseases  (1993) 

Internal  Medicine  (1994) 

Univ  of  Maryland  School  of  Medicine,  Baltimore,  1989 


638 


New  Members 


John  H.  Powers  MD 

Ste  136 

4745  Ogletown-Stanton  Rd 
Newark,  DE  19713 
731-0800 

Infectious  Disease,  Internal  Medicine  (1991) 

Temple  Univ  School  of  Medicine,  Philadelphia,  1991 

Patricia  A.  L.  Scott  MD 
1202  Foulk  Rd 
Wilmington  DE  19803 
762-6222 
Pediatrics  (1984) 

Univ  of  Michigan  Medical  School,  Ann  Arhor,  1986 

Charles  J.  Schneider  MD 

Ste  120 

1941  Limestone  Road 
Wilmington,  DE  19808-5423 
999-8095 

Medical  Oncology,  Internal  Medicine  (1993) 

Univ  of  Chicago,  School  of  Medicine,  1990 

Elizabeth  M.  Spiers  MD 
Ste  1-A 

2700  Silverside  Road 
Wilmington,  DE  19810 
478-8532 

Dermatology  (1990),  Dermatopathology  (1991) 

Univ  of  Texas  Medical  School  at  Galveston,  1986 

Physicians  who  have  graduated  from  their  residency 
in  July  and  are  now  active  practicing  physicians: 

New  Castle  County 

John  M.  Cellucci  MD 

MCD  Satellite  Office 
Chadds  Ford  PA  19317 
Family  Practice 

Jefferson  Medical  College  of  Thomas  Jefferson  Univ, 
Philadelphia,  1992 

Laxmichand  Dedhia  MD 

191  Plaza,  Ste  3 
Christiana  Rd,  Rte  273 
New  Castle  DE  19720 
322-4944 
Family  Practice 

University  of  Bombay,  India,  1975 

Joanne  Goshow-Harris  DO 

Ste  3 

1815  West  13th  St 
Wilmington,  DE  19806 
571-0699 
OB/GYN 

Philadelphia  College  of  Osteopathic  Medicine, 
Philadelphia,  1991 
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Maria  Lazar  MD 

St.  Francis  Family  Care 
225  Corporate  Blvd 
Ste  100 

Newark  DE  19702 
368-3031 
Family  Practice 

Insbtutul  De  Medicina  Si  Farmacie,  Tirgu  Mures,  Romania, 
1979 

Joan  M.  McKitis  MD 

Ste  210 

1941  Limestone  Rd 
Wilmington  DE  19808 
992-9617 

Internal  Medicine 

Eastern  Virginia  Medical  School  of  the  Medical 
College  of  Hampton  Rds,  1992 

Syed  M.  Munir  MD 

P.O.  Box  898 

New  Castle,  DE  19720 

Jacqueline  S.  Napoletano  MD 

Ste  100 

1701  Augustine  Cutoff 
Wilmington  DE  19803 
652-3016 

Diagnostic  Radiology 

Temple  University  School  of  Medicine,  Philadelphia,  1989 

Domingo  C.  Singson  MD 

Ste  105 

1021  Gilpin  Ave 
Wilmington,  DE  19806 
421-8282 
Family  Practice 

Univ  of  Santo  Tomas,  Philippines,  1975 

George  N.  Spyropoulos  DO 

MCD  Satellite  Office 
Chadds  Ford  PA  19317 
Family  Practice 

Philadelphia  College  of  Osteopathic  Medicine, 
Philadelphia,  1992 

Kent 

Paul  C.  Anderson  MD 

Kent  General  Emergency  Dept 
640  S.  State  St 
Dover  DE  19901 
674-7126 

Emergency  Medicine  (1991) 

Wayne  State  Univ  School  of  Medicine,  Detroit,  1986 
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Kailash  K.  Narayan  MD 

1093  S.  Governors  Ave 
Dover,  DE  19904 
674-8100 

Neurological  Surgery 

Christian  Medical  College,  Madras  Univ,  Vellore, 
India,  1981 

David  Ramos  MD 

Ste  101-A 

540  S.  Governors  Ave 
Dover,  DE  19904-3523 
672-4600 

Cardiovascular  Diseases,  Internal  Medicine  (1992) 
Cornell  University  Medical  College,  Ithaca,  NY,  1989 

Paul  E.  Turner  Jr.,  MD 

Kent  General  Emergency  Dept 
640  S.  State  St 
Dover  DE  19901 
674-7121 

Emergency  Medicine  (1992),  Family  Practice  (1981) 
VA  Commonwealth  Univ  Medical  College  of  Virginia 
School  of  Medicine,  Richmond,  1976 

Stephen  G.  Vernon  DO 

Kent  General  Emergency  Dept 
640  S.  State  St 
Dover  DE  19901 
674-7126 

Emergency  Medicine  (1988) 

College  of  Osteopathic  Medicine  of  Oklahoma  State 
Univ,  Tulsa,  1980 

Sussex 

Steven  Berlin  MD 

1535  Savannah  Road 
Lewes,  DE  19958 
645-4700 
OB/GYN(1989) 

Pennsylvania  State  Univ,  College  of  Medicine, 
Hershey,  1983 

Earl  B.  Bradley  MD 

400  Savannah  Road 
Lewes,  DE  19958 

644- 2860 
Pediatrics  (1990) 

Temple  University  School  of  Medicine,  Philadelphia, 
1983 

Robert  C.  Deckmann  MD 

Lewestown  Professional  Bldg 
125-B  Shady  Road 
Lewes,  DE  19958-2003 

645- 9325 

Gastroenterology,  Internal  Medicine  (1994) 
University  of  Pittsburgh,  1989 
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Edward  J.  Goldstein  MD 

Milford  Mem  Hosp,  Radiology 
Clarke  Avenue 
Milford  DE  9963 
424-5707 

Diagnostic  Radiology  (1977),  Nuclear  Medicine  (1976) 
New  York  Medical  College,  Valhalla,  New  York,  1971 

Jose  A.  Guzman  MD 

Milford  Mem  Hosp,  Anesthesia 
Clarke  Avenue 
Milford,  DE  19963 
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Holiday  Sharing  Card 


Happy  Holidays  to  all  our  friends  in  the 
Delaware  medical  community. 


Carl  and  Halina  Abramowicz 
Lamberto  and  Lyzbeth  Arellano 
Joseph  and  Virginia  Arminio 
Alfred  and  Elizabeth  Bacon 
Sung  Ho  and  Kai  Bae 
S.W.  and  Mary  Bartoshesky 
John  Benge 

Curt  and  Terry  Blacklock 
James  and  Jill  Blasetto 
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Richard  and  Judy  Bowen 
Bill  and  Miriam  Boyd 
Mike  and  Elaine  Bradley 
Robert  and  Georgia  Brereton 
Gordon  and  Patsy  Bussard 
Donald  and  Marianne  Cameron 
Michael  and  Fran  Carunchio 
Jerry  and  Anna  May  Case 
John  and  Robby  Chabalko 
Henry  and  Marge  Clagett 
Arthur  and  Mary  Colbourn 
Robert  and  Carolyn  Cox 
Anthony  and  Judy  Cucuzzella 
Terrell  and  Evelyn  Davis 
Leslie  and  Mardy  Dobson 
Robert  and  Joann  Donlick 
Christopher  and  Joan  Donoho 
Drew  and  Nancy  Doorey 
Thomas  and  Joan  Piss 
Robert  and  Jane  Frelick 


William  and  Cynthia  Funk 
George  and  Jacquetta  Geuting 
Carl  and  Wilma  Glassman 
Edward  and  Leslie  Goldenberg 
Richard  and  Helaine  Gordon 
Stephen  and  Ellen  Grubbs 
Donald  and  Thea  Hayes 
Richard  and  Jane  Henderson 
Robert  and  Mary  Hickok 
John  and  Mary  Beth  Hocutt 
James  and  Kathy  Hopkins 
Ramachandra  and  Kusuma 
Hosmane 

Mark  and  Caroline  Jones 
Ted  and  Sandy  Kestner 
Ali  and  Laurie  Kalamchi 
Leroy  and  Jennie  Kimble 
Lazarus  and  Helen  Kirifides 
Gershon  and  Goldie  Klein 
Robert  and  Barbara  Knowles 
Garth  and  Ellen  Koniver 
Skip  and  Ginny  Kuhn 
David  and  Bobbie  Lamed 
Thomas  and  Sharon  Lehman 
Edward  and  Mary  Lucente 
Majid  and  Mali  Mansoory 
Wayne  and  June  Martz 
V.J.  and  Carole  Maximo 
Robert  and  Kay  Meckelnburg 
Mark  and  Rebecca  Meister 
Paul  and  Debbie  Montigney 


Dai  and  Kwang  Sun  Moon 
Wally  and  Jane  Moore 
Dewey  and  Jem  Nelson 
William  and  Nanci  Newcomb 
John  and  Barbara  Noseworthy 
Brent  and  Susan  Noyes 
Peter  and  Linda  Panzer 
Michael  and  Eileen  Pasquale 
David  and  Dorothy  Pecora 
Stephen  and  Marylene  Permut 
David  and  Ethel  Platt 
Bill  and  Connie  Rath 
John  and  Nancy  Reinhardt 
Charles  and  Susan  Rickards 
Albert  and  Janet  Rizzo 
Joseph  and  Jill  Rubacky 
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Anis  and  Sue  Saliba 
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Jonathan  and  Kelly  Saunders 
Charles  and  Ann  Smith 
Michael  and  Jennifer  Stillabower 
Carol  Tavani  and  Tom  Mieszala 
Roger  and  Kathie  Thomas 
Ghassem  and  Rouhanquiz  Vakili 
Joseph  and  Valerie  West 
Stephen  and  Paula  Wetherill 
Leslie  and  Joan  Whitney 
Michael  and  Sara  Whitworth 
Richard  and  Patricia  Winkelmayer 
Timothy  and  MaryAnn  Wozniak 
Rafael  and  Barbara  Zaragoza 


These  families  have  contributed  to  the  American  Medical  Association  - Education  Research  Foundation.  Since 
its  inception  over  40  years  ago,  AMA-ERF  has  raised  over  $63  million  for  our  nation’s  medical  schools.  In  these 
times  of  reduced  funding,  donations  to  AMA-ERF  are  crucial.  Contributions  are  accepted  throughout  the  year. 
Contact  the  Medical  Society  of  Delaware  for  information. 
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Rehabilitation  Consultants,  Inc. 


Two  convenient  locations 
Call  302/478-5240  or  302/655-5877 

Silverside  Road  Office  Baynard  Blvd.  Office 

Suite  105  Springer  Bldg.  2100  Baynard  Blvd. 

Concord  Plaza  Wilmington 

341 1 Silverside  Road 


Physical  Therapy  • Occupational  Therapy 
• Speech  Therapy 

Comprehensive  Rehabilitation  • Work 
Tolerance  Testing,  Work  Hardening  for  Injured 
Workers  • Family  Sports  Medicine  • Fitness 
Programs  • Hydrotherapy  • Nutritional 
Counseling 

Approved  by  Medicare,  most  Managed  Care,  HMO, 
and  Major  Insurance  Plans 


“Marking  Our  25th  Year  of  Service  to  the  Greater  Wilmington  Area  1970  ■ 1995” 
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TERRESTERIAL 
CAPITAL  CORP. 

(Practice  Management  Group) 

To;  Pnctitionen 

From;  Terrtsttrial  Capital  Carp. 

Terresterial  Capital  Corp.  (TCC)  a wholly 
owned  subsidary  of  Terresterial  Capital  ^ 
Holdings,  Inc.,  announces  the  expansion  of  its 
practice  management  group's  financial  service 
operations. 

Terresterial  Capital  Corp.  (TCC)  will  provide 
small  to  medium  practitioners  flexible  account 
receivable  financing  in  amounts  of  550,000.00 
to  5150,000.00  per  month,  by  utilizing  third  party 
accounts  as  collaterial  on  an  on  going  basis. 


£AlLilIJ2i 
rats  established  as 
'prime'  plus  +/•  % 
with  funding  level 
based  on  prior  monthly 
collection  history. 


Structure 

Medicare,  Medicsid 
Other  third  parry  plans 
no-self  pay 


(1)  the  funding  is  structured  as  an  on  going 
forty  five  (45)  day  transaction. 

(2)  the  "rate"  quoted  for  the  financing  will 
be  determined  by  Terresterial  Capital 
Funding,  Inc. 

A low  cost  billing  and  collection  service  is 
an  integral  part  of  the  financing. 

It  !3  snticipatsd  tnot  iMo  ttxpanded  services 
provided  by  Terresterial  Capital  Corp.  (TCC)  will 
be  offered  to  qualified  practitioners  beginning 
in  October  of  1995. 

If  you  have  questions,  or  need  further 
information,  kindly  contact: 

Allan  Jackson 

Account  Executive 
400  East  Pratt  St. 

8th  Floor 

Baltimore,  MD  21202 
410-685-1664 


PHYSICAL  THERAPY 


at  Hockessin 


John  Bradley,  P.T.  Stephen  Rapposelli,  P.T. 

Professionals  Dedicated 
to  Your  Patienfs  Health 

T Thorough  Evaluation  & 
Treatment 

T Close  Contact  with 
Referring  Physician 
T Convenient  Location 
T Individualized  Attention  to 
Your  Patients 

T Rapid  Response  to  Referrals 


V - 

turn  6:30 

tMit  i/KMumui  (twtfittd  fttbut  & ^UdiUM 

!»  I 


720  Yorklyn  Road  ▼ Suite  110  Hockessin,  De  19707 


(302)  234-2288 
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BRIEF  REPORT 


Home  Healthcare:  A Risky  Business 


Healthcare  workers  in  the  growing  home 
health  care  services  industry  may  face 
additional  risks  compared  to  their  counter- 
parts in  hospitals  and  other  institutions.  The 
Bureau  of  Labor  Statistics  accident  incidence 
for  mining,  considered  a highly  dangerous 
employment  setting,  was  7.5  accidents  per  100 
full-time  employees  in  1991.  For  construction 
workers,  it  was  13.8  per  100  full-time 
employees.  Among  nursing  and  personal  care 
facility  workers,  however,  the  accident  and 
injury  rate  was  an  astounding  15.5  per  100. 

Home  healthcare  workers  increasingly 
care  for  or  tend  to  very  ill  patients,  due  to  the 
decrease  in  hospital  stays  following  acute 
illness;  the  lengthening  of  survival  for  the 
severely  chronically  ill,  including  patients  with 
AIDS;  the  ability  to  deliver  dialysis,  chemo- 
therapy, ventilator  and  other  acute  care  in  the 
home,  and  other  factors.  Procedures  handled 
by  home  healthcare  workers  include  intrave- 
nous catheter  insertion  and  care,  phlebotomy, 
wound  irrigation  and  dressing,  tracheotomy 
care  and  suctioning,  and  other  activities  which 
hold  risk  for  infection  from  bloodborne 
pathogens. 

Furthermore,  home  healthcare  workers 
provide  these  medically  and  technologically 
complex  services  in  a less  standardized, 
predictable  and  controlled  work  environment. 
And  simply  being  in  a home  setting  raises  risks 
such  as  fire,  building  safety,  poor  lighting,  and 
personal  safety. 

Musculoskeletal  injuries  are  the  most 
common  physical  hazard  to  all  healthcare 
workers,  with  more  than  one-third  of  all 
workers’  compensation  claims  in  the  field  due 
to  back  injuries.  Over  50  percent  of  these  back 
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injuries  occurred  within  the  healthcare  field 
and  were  a direct  result  of  lifting.  Nurses  and 
nurse’s  aides  are  at  the  highest  risk. 

Not  only  do  home  healthcare  workers 
usually  work  without  support  or  supervision, 
they  are  much  less  likely  to  be  protected  by 
occupational  health  programs. 

Approximately  one  in  10  RNs  now  work  full 
or  part  time  in  home  care  agencies.  A study  of 
home  healthcare  agencies  in  northern  Califor- 
nia found  that  RNs  comprised  the  largest 
proportion  of  home  healthcare  workers  and 
were  considered  most  at  risk  of  exposure  to 
bloodborne  pathogens  and  other  infections 
because  of  the  highly  technological  procedures 
they  performed.  Home  health  aides  or 
attendants  were  the  group  with  the  next 
largest  proportion  of  workers  in  this  study; 
numerous  studies  have  shown  this  group  of 
workers  to  be  the  lowest  paid,  with  the  least 
amount  of  knowledge  about  risks  and  the  least 
sense  of  empowerment  to  change  their  work 
environments. 

In  recent  years,  federal  and  state  laws  have 
begun  to  mandate  improved  surveillance  and 
protection  extending  to  these  workers.  The 
1991  OSHA  Bloodborne  Pathogens  Standard 
mandates  identification  of  jobs  and  work 
practices  in  which  potential  exposures  exist  as 
well  as  the  development  of  standard  operating 
procedures,  employee  education  and  training, 
and  the  communication  of  hazards.  The  Joint 
Commission  on  the  Accreditation  of  Health 
Care  Organizations  began  in  the  late  1980s  to 
address  occupational  illness  and  injury 
prevention  in  the  quality  assurance  criteria  for 
accreditation  of  home  care  agencies.  ■ 
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WOMENS  IMAGING  CENTER 


Women's  Health 


MAMMOGRAPHY 

OB-GYTi,  ABDOMINAL  AISD  BREAST  ULTRASOUISD 
EISDOVAGHSAL  SCAPHSHSG 

BREAST  ASPIRATIOIS  OF  SOLID  AISD  CYSTIC  MASSES 
imOER  VLTRASOmC  GUIDANCE 

AMNIOCENTESIS 

CHORIONIC  VILLI  SAMPLING  PROGRAM* 

WITH  GENETIC  GUIDANCE  COUNSELING 

*Affiliated  with  the  Medical  Center  of  Delaware 
and  Jefferson  Medical  College 


J24-26  Omega  Drive 
riewark,  Delaware  19713 

(302)  738-9100 

HOURS:  Mon.  to  Fri.  8AM  - 5FM  • Wed.  8AM  - 8FM  • Sat.  8AM  - IFM 
Radiology  Consultants: 

Steven  Edell  D.O.,  F.A.C.R.  Christine  Dietrich,  M.D.  Barbara  Peters,  M.D. 

Susan  Barnes,  M.D.  Anthony  Scola,  M.D.  Anne  Lee,  M.D. 

Accredited  by  the  American  College  of  Radiology 


MSD  MONTHLY  ACTIVITIES 


Working  for  You: 
October  1995 


Leadership  Activities 

E.  Wayne  Martz  MD  and  Beverly  Dieffenbach  met 
with  representatives  of  Suburban  Publishing  to 
discuss  proposal  for  publishing  of  the  DMJ. 
Michael  J.  Bradley  DO  met  with  Senator  Blevins 
and  Representative  Ulrich,  chairs  of  the  Joint 
Sunset  Committee,  to  discuss  the  Society’s 
proposed  “definition  of  surgery”  legislation. 

MAM  attended  the  Pfizer  Leadership  Council 
meeting  to  discuss  legislation  of  mutual  interest  to 
medicine  and  pharmaceuticals. 

Michael  J.  Bradley  DO,  Paul  E.  Howard  MD  and 
Mark  Meister  met  with  Secretary  Nazario  and 
staff  to  discuss  Medicaid  managed  care. 

Meeting  held  with  representatives  from  the 
Health  Care  Commission,  MedLab,  St.  Francis 
Hospital  and  the  Delaware  Health  Care  Coalition 
to  discuss  formation  of  a computerized  health 
information  network  for  Delaware. 

Meetings  held  with  members  of  the  General 
Assembly  to  discuss  the  Society’s  legislative 
agenda  for  1996. 

Michael  J.  Bradley  DO,  Steven  S.  Grubbs  MD, 
Thomas  J.  Maxwell  MD  and  Mark  Meister  met 
with  representatives  of  Aetna  and  DuPont  to 
discuss  status  of  managed  care  for  DuPont 
employees. 

Rhoslyn  Bishoff  MD,  Virginia  U.  Collier  MD  and 
Mark  Meister  met  with  representatives  of  the 
Delaware  State  Bar  Association  to  discuss  the 
possibility  of  sponsoring  a conference  on  domestic 
violence. 

Mark  Meister  met  with  representatives  of  the 
AAMSE  state  medical  society  directors’  group. 
Mark  Meister  and  Jana  Siwek  met  with  AddVal 
representative  to  discuss  business  plan  for  Society 
sponsored  centralized  credentialing  service. 

Mark  Meister  and  Mike  Taylor  of  MSDIS  met  with 
representatives  of  AmeriHealth. 

Physicians’  Advocate  Program  Activities 

Presented  programs  in  Georgetown  and  Newark 
on  “Human  Resources."  Topics  discussed  included: 
how  to  conduct  an  employee  search,  the  interview 
process,  personnel  files,  performance  evaluations, 
written  warnings  and  exit  interviews. 

Held  “First  Annual  Physician  Office  Staff 
Networking  Group  Luncheons”  in  Georgetown  and 
Wilmington.  Over  100  office  staff  members 


attended.  Round  table  discussions  dealt  with  issues 
that  affect  staff  daily  and  problem  solving  skills 
needed  to  deal  with  these  issues. 

Began  planning  Second  Annual  Electronic  Data 
Interchange  Expo  to  be  presented  in  the  spring  of 
1996. 

Consulted  for  three  medical  practices  regarding 
accounts  receivable  management,  front  desk 
inservices  and  practice  management  issues. 

Helped  with  research  on  the  development  of  a 
Society-sponsored  central  verification  (credentialing) 
service. 

Answered  various  inquiries  from  physicians  and 
staff  regarding  Medicaid/Managed  Care,  Depart- 
ment of  Insurance  Amended  Auto  Bulletin  Number 
10,  personnel  issues  and  contract  review. 

Voluntary  Initiative  Program  Activities 

Referred  57  Medicaid  patients  to  VIP  participating 
physicians 

Continuing  Medical  Education  Activities 

Sponsored  33  educational  activities  for  Category  1 
credit. 

Major  Meetings 

Industry  Workgi'oup  on  Electronic  Data  Inter- 
change 

Delaware  Health  Care  Commission  Monthly 
Meeting 

Nominating  Committee 

Managed  Care  Round  Table  (Representatives  of 
MCOs  in  Delaware) 

Delaware  Health  Care  Commission  Health  Data 

Committee 

Physicians’ Health 

Budget  Committee 

Personnel  Committee 

Board  of  Trustees 

DELP AC  Board  of  Directors 

Bylaws  Committee 

Physicians  Emeritus 

Delaware  Medical  Education  Foundation  Board  of 
Directors 

MSDIS  Board  of  Directors 

Hospital  Medical  Staff  Representatives  re:  Physi- 
cians’ Health  Issues 
MLIC  Meeting 
Residents’  Section 
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Sk  e needed  a private  kanker. 
Wky  ^(^Imington  Trust? 


Not  just  Lecause  we’re  consistently  rated  one  of  tire  strongest  financial 
institutions  in  tke  country.  But  because  well  work  witk  you  to  create 
an  interactive  partnership  — one  tkat  allows  us  to  create  flexible, 
innovative  solutions  for  your  unique  needs.  Your  Wilmington  Trust 
Private  Banker  will  not  only  arrange  for  customized  credit, 
but  will  also  provide  for  your  financial,  tax  and  estate  planning, 
personal  trust  and  asset  management  needs. 

To  discuss  kow  we  can  meet  your  financial  needs, 
please  call  Halsey  Spmance  at  302-651-8081. 


WILMINGTON  TRUST 


Introducing 
the  Wave  of 
the  Future: 

MSDNet 


Medical 
Society  of 
Delaware 
Online 


All  the  News 
/ Member  Matters 

✓ Legislative  and 
Regulatory  Issues 

/ Medical  Resources 
and  Research 
/ E-Mail 

✓ World  Wide  Web 


All  You’ll  Need 

✓ Computer 

✓ Software 

/ Phone  Line 

✓ Modem 


All  It  Costs 
✓ One-time  $ 1 9.95 
set-up  fee 

/ $19.95  per  month 
/ 90  hours  online  per 
month 


Now  you  can  communicate  with  virtually  anyone,  anywhere,  at 
any  time  that  is  convenient  for  you.  Y ou  can  research  the  latest 
treatment  modahties  at  some  of  the  most  prestigious  medical 
centers  in  the  world ...  can  confer  with  colleagues  around  the 
country — and  even  around  the  world ...  use  e-mail  (electronic 
mail)  to  have  a dialogue  with  someone  who’s  virtually  impos- 
sible to  reach  by  phone  or  fax. 

What’s  it  going  to  cost?  For  less  than  $20  a month,  you’ll  be 
able  to  go  onhne  for  90  hours  a month.  (Compare  this  to  $9.95/ 
month  for  five  hours,  which  is  what  two  of  the  top  commercial 
Internet  service  providers  charge.) 

How  will  it  benefit  your  patients?  Consider  how  invaluable  it 
would  be  to  be  able  to  confer  with  a range  of  colleagues — 
those  you  know  and  those  you  don’t  know  personally  but  know 
of  by  reputation — on  a particular  case.  You  could  query  them 
via  e-mail  about  suggested  treatment  modalities  before  you 
leave  the  office  in  the  evening,  and  in  the  morning  be  able  to 
read  their  suggestions.  Or  you  could  research  a particular 
problem  yourself  by  going — via  MSDNet — to  the  country’s 
or  even  the  world’s  top  medical  libraries  and  research  institu- 
tions and  search  through  their  holdings ...  all  online. 

If  you’d  like  more  information  aboutMSDNet,  please  call  the 
MSD  office  at  (302)  658-7596  or  (800)  348-6800.  This  is  a 
benefit  available  to  Society  members  only. 


fi  ffilnet 


MSDNet  is  made  possible  through  an  arrangement  with 
DC  ANet,  a division  of  Consult  Dynamics,  Inc.,  aWilmington- 
based  Firm  specializing  in  Internet  access. 
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INFORMATION  FOR 
ADVERTISERS 


The  Delaware  Medical  Journal  is 
a monthly  publication  of  the 
Medical  Society  of  Delaware.  The 
Journal  reaches  approximately  75 
percent  of  the  state's  physicians, 
as  well  as  medical  libraries,  and 
hospitals;  its  circulation  is 
approximately  1,640. 

Full-,  half-  and  quarter-page 
advertisements  are  accepted. 

Half-  and  quarter-page  ads  may 
be  either  vertical  or  horizontal. 
The  Journal  can  provide  such 
services  as  four-color  or  matched 
color  ads;  camera  work  (halftones, 
line  shots);  and  typesetting. 

Closing  for  space  reservations  is 
the  first  of  the  month,  two  months 
prior  to  publication.  Closing  for 
materials  is  the  first  of  the  month, 
one  month  prior  to  publication. 

All  advertisements  are  subject  to 
approval  by  the  Publications 
Committee  of  the  Medical  Society 
of  Delaware. 

For  a media  kit  or  for  more 
information,  call  Heidi  Norman, 
assistant  editor,  at  302/658-7596 
or  800/348-6800  (Kent  or  Sussex 
Counties). 
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